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MENTAL ASPECTS OF GYNASCOLOGY.! 





By H. Leaver, B.A., B.Sc., M.B. (Sydney), M.C.O.G., 
Honorary Gynecologist, Royal North Shore Hospital of 
Sydney. 

AT the outset I feel that some explanation of, if 
not apology for, my appearance before you this 
evening is necessary. I suppose that I have only 
myself to blame, because I suggested this combined 
meeting of these two Sections. Our secretary accepted 
the suggestion, but spoiled the evening for me by 
saying: ‘‘ And you can read the paper” 

I had been reading in more than one medical 
periodical that gynecologists knew nothing about 
the mental side of their specialty and, on searching 
my mind, I had to confess that the accusation, in 
my own case, was truer than it ought to have been. 
I had to acknowledge to myself that a woman, 





* Read at a meeting of _ Lg ingen Wales Branch of the British Medical 
Association on October 25, 












presenting herself for advice about a pelvic symptom 
without manifest sign of disease of her genital organs, 
ran a considerable risk of being operated on, on the 
principle that there might, after all, be some abnormal 
condition there; and, in any case, she would be 
better without her appendix. 

I can recall more than one instance in which I had 
performed a curettage, a suspension of the uterus, 
and an appendicectomy for the reliefof dysmenorrhea, . a 
right-sided pain and back-ache, and have been 
disappointed in the result. I have been inclined to 
impatience, and have suggested that the continuance 
of the symptoms was due to “nerves”. But I : 
know now that I ought to have made that diagnosis 
in the first instance. I have not the least doubt that : 
open confession on the part of every gynexcologist 
here, will cause him or her to range alongside myself. 

I then looked through some gynecological text 
books and found that the mental aspect of 
gynzcological symptoms was dismissed in a casual 
paragraph or in a half page of vague reference to 
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neurasthenia. I wondered whether I should find 
in the case histories at Broughton Hall evidence 
that women who were definitely suffering from 
functional mental illness had frequently been operated 
on for gynecological or other conditions; and I 
formed the opinion that, if the symptoms for which 
these operations had been performed had not been 
cured, the operation had been unnecessarily performed 
and with definite harm to the patient. 

I selected a few case histories which came readily 
to my hand in the first bundle of case histories taken 
up at random. 


For example : 


Case I.—V.M., aged twenty-seven years, single, was admitted 
to hospital with a diagnosis of hysteria. Her father was killed 
at the War when she was eight years old. Her mother remarried 
when the girl was thirteen. The step-father was cruel to her 
and to her mother. He was sulky, and later left home; and 
was subsequently divorced. “ V.” was an only child, and 
thinks that she was a premature baby. She was a delicate 
infant. She left school at fourteen, and went to work as a 
seamstress. She did not stay long in any position, but frequently 
came home for a rest, or because her “ nerves’”’ were 4 
She became pregnant, and her illegitimate son was boarded out 
because the mother had to return to work. Later she became 
engaged to be married, but the engagement had to be broken off 
because the fiancé was unemployed. She later lived with her 
mother, who was frequently unemployed ; and this girl had to 
support herself, her child and her mother. She was not happy 
at her work. She had a nagging boss, and he made her do 
extra work. She submitted because she could not afford to leave. 

Her temperament is very bright, and she is easy-going, very 
fond of company. She is not shy, and is keen on dancing. 
Physically she is tall, flat-chested, pasty, of poor nutrition ; 
her breath is heavy, her tongue is coated; she is constipated. 
Her systolic blood pressure is 105, and her diastolic pressure 
65 millimetres of mercury; she sleeps badly. She feels very 
emotional and cries a lot—she does not know why. She is 
miserable. She has lost confidence going about alone. The 

tient is able to give the correct facts about herself. She has 
monet very nervy and tremulous; she is easily fatigued. 
She is well adjusted to her difficulties. 

She was operated on at eight years of age for appendicitis. 
As this was at the time of her father’s departure for the War, 
one wonders whether the pain could have been a remnant of the 
visceral upset accompanying the emotional state brought about 
by her father’s departure. 

Her menses began at thirteen with severe dysmenorrhea, with 
vomiting. They were irregular. Her uterus was curetted at 
fifteen years of age without relief. At this time her stepfather 
was creating trouble at home. She lived in constant fear. A 
section operation was performed at seventeen years of age. 
Part of one ovary was removed. Something was done to the 
tubes and uterus. Domestic unhappiness culminated at this 
period in the stepfather leaving home. Her uterus was curetted 
six months ago for menorrhagia, and something was stitched 
“down below”. Her periods are still irregular, with 
menorrhagia. No mention is made of any adverse pathological 


report. 

We notice in this case, every indication of and 
eause for the production of neurotic symptoms, 
inherited, family, social, economic. Adjustments 
were in each instance difficult to make. At each 
crisis in the patient’s life an operation was performed 
by a reputable practitioner, and without any lasting 
benefit. We are tempted to conclude that, in each 
instance, the operation was unnecessarily performed, 
and with harm to the patient. 

Case II.—F.G., aged nineteen years, was admitted to hospital 
with a diagnosis of hysteria. She was the youngest child in 
the family, four years younger than the next child. The mother 
devoted herself slavishly to this child. Epileptic fits and menses 
began at twelve years of age. They recurred every ten days 
until her os uters was dilated at fourteen years. Now the 
periods come every twenty-one days; there is heavy loss, and 





a lot of pain; the duration is five days. She is easily upset, 
and sensitive. Her tem t is quiet and even, 
Socially, she is backward, and did not make friends at school, 
She is intensely miserable and self-absorbed, and cries a lot. 
Her conversation is childish. She is hypochondriacal and self. 
centred, and has played the réle of invalid for years, and has 
stayed at home with her mother. The fits gave place to 
screaming. She has been in hospital at different times for 
hemorrhage from the bowel, hemorrhage from the bladder, and 
for trouble in her spine. But no disease was found on these 
occasions, although she was in hospital for many months. Now 
she will not to her mother. Her cervix was dilated and 
her uterus was curetted at fourteen years of age. She had three 
nasal operations at sixteen years of age, and ran the risk of being 
operated on for conditions of the bowel, bladder and spine. 

Case III.—S.N., fifty-four years of age, was an only child; 
she wetted the bed until she was eight years old. She walked 
in her sleep as a child, and off and on since then. She “ caught 
everything ” asa child. She is now very nervous, and is always 
frightened. She is very sensitive, quiet and intelligent. Her 
social adjustment is very poor. She is very reserved, and has 
not gone out much. In temperament she is bright and cheerful. 
She has no temper, but is very fastidious. 

Her periods commenced at ten years of age; they were 
never regular, but she passed heavy clots, and had a heavy loss ; 
the menses occurred every ten days. She was married at 
twenty-one. A section operation was performed at twenty-two, 
for uterine displacement after the first child. Another section 
operation was performed at twenty-five after the birth of the 
second child. At twenty-six her appendix and right tube were 
removed. At thirty a total hysterectomy was performed for 
menorrhagia. In 1934 cholecystectomy was performed. Eight 
years ago she was upset by her son ing without consulting 
his parents. They have also lost all their money owing to the 
depression. Now she has an obsession of a growth in the throat. 
All tests and examinations have revealed no abnormality, but 
she is not convinced, and does not cooperate in her cure. 


Case IV.—E.H., aged twenty-eight years, was admitted to 
hospital with a diagnosis of neurasthenia. She is single, and 
was a poor scholar at school. In temperament she is very 
sensitive, and worries a lot. She has had a hard life working 
on farms, constantly changing her position. She never had 
men friends. She has masturbated since her school days. 
She was unable to get partners at dances. She says that her 
girl friends are jealous of her and come between her and her 
partners. Her menses began at sixteen, lasted three to four 
days, and occurred every twenty-eight days. She has missed a 
period occasionally. She had a nervous breakdown four years 
ago. She had a_ventro-suspension of the uterus and 
appendicectomy performed fifteen months ago. She says she 
has not been right since. She worries about things; about her 
lack of opportunities for amusement and sport. She had no 
particular interests. She is constipated, and has a lot of wind. 
There is urinary frequency, with calcium oxalate crystals in the 
urine. There is considerable poverty of ideas. She is miserable 
attimes. At times she has feelings of unrest. There is insomnia. 
She feels that she is not wanted. She is shy and nervous, with a 
feeling of inferiority, and has not felt well since her operation. 


These few cases will, I think, serve to illustrate 
the common difficulties of adjustment which every 
person meets with in arriving at an estimate of his 
own personality ; and in fitting himself into his 
place as a useful unit of the civilization of which he 
is a member. 

The difference between a person who is mentally 
normal and one who is neurotic is just this, that the 
normal person makes his social adjustments easily, 
whilst the abnormal person breaks down in the conflict 
between the impulses of his own instinctive 
dispositions and the demands made on him by society. 
“No matter how fierce these conflicts may be, the 
normal person never loses his appreciation of the 
relationship between himself and the reality of his 
social environment; whilst the abnormal person 
seeks a satisfactory outcome of his conflicts in some 
pretended adjustment with his environment, and 
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one which at the same time bolsters up his tottering 
self-esteem. 

One may ask: ‘ What gynecological symptoms 
are functional?”’. And the answer is that all the 
symptoms with which we become acquainted in our 
practice as gynecologists may be functional; that 
is to say, they are not due to a physical condition ; 
or, if they are due to a physical condition, such 
physical condition is the result of a dysfunction 
of an organ due to mental causes ; or the symptoms 
may be due to the normal functioning of an organ 
abnormally interpreted by the person. 

Vaginismus, dyspareunia, pain in the lumbar or 
sacral region, pain in the right or left iliac fossa, 
dysmenorrhea, menorrhagia, amenorrhea, can all 
be due to mental causes. 

One can easily understand how vaginismus can 
arise. The tubular muscle of the vagina is under the 
control of the sympathetic nervous system. During 
the emotion of fear there is always spasm of the 
vagina and anus. The symptom may be due to a 
conflict between an impulse and a fear, or a duty, 
or both. A woman may have wished to marry a 
man whom, for some reason, she was forced to 
renounce. She may later have married another 
man against her wishes. This combination of 
circumstances is too common to require any elabora- 
tion of details. 

In her confessed or unconfessed romantic 
imagination she desires union with her true love, 
and she would refuse to surrender to his rival if she 
dared. But duty drives, and prompts her to yield 
herself to him, whilst desire turns her thoughts in 
another direction. A symptom, vaginismus, partly 
solves her problem. Coitus becomes so painful 
that cohabitation becomes impossible, and ceases. 
Perhaps a former illicit attempt at coitus by her 
lover had, because of the fear in her mind, been too 
painful to allow of its consummation. At any rate, 
the idea of intercourse being so painful as to be 
impossible occurs to her. She attempts to repress it, 
being driven to do so by the sentiment of duty which 
she has acquired by imitation from her parents or 
teachers. Her pain is real and severe, perhaps 
unbearable, and as a result of her conflict her vital 
energy may become exhausted. Muscular effort, 
which normally would cause no symptom of fatigue, 
now causes her unutterable weariness, especially 
in the tendinous insertions of the lumbar muscle. 
She may develop the typical syndrome of neurasthenia. 


Now this woman is of a higher type than her 
pagan sister who solves the conflict by fleeing to 
her lover. If she were not, there would be no conflict. 
But her type is not superior enough to solve her 
problem with full reference to the realities of life. 
She has not enough self-respect. 

One can easily see how dyspareunia can arise. 
A woman whose economic circumstances are 
precarious, dreads the arrival of another infant. She 
may already have a brood of children, and another 
child means the beginning all over again of the soul- 
destroying grind. Her callous and unemployable 
husband will not deny himself his pleasures, and she 
knows only too well her wifely duties. Unformed 
in her mind, the idea of sex becomes associated with 











fear ; and then every time the sex impulse is moved 
it is supplanted by fear. She may have a slight 
cervical erosion with a little infiltration of the 
connective tissue between the cervix and the pelvic 
wall; perhaps a little lymphadenitis of a pelvic 
gland. All this might be sufficient to cause a little 
pain on movement of the cervix, but much greater 
pain would be unnoticed during normal sexual 
emotion and activity. But she may have felt the 
pain on an occasion when her sex emotions had not 
been aroused. The idea comes to her mind: “If 
coitus were so painful that it could not happen, I 
could never become pregnant again.’’ The idea is 
repressed, it recurs, and is repressed again and 
again. Coitus becomes more and more painful, and 
her problem is partly solved by a neurotic symptom. 
Her husband may beat her, but that only confirms 
her condition, and she attains peace through 
invalidism. 

Should she place herself in the hands of her medical 
adviser, and it is found that she has a retroversion 
of the uterus, the prolapsed position of the ovaries 
will be blamed, and an operation might be performed 
to replace the uterus with no result. 


Or take the child who has always been afraid of 


‘blood. She belongs to a refined family who have 


kept from her all knowledge of the expected onset 
of her period. One day she is terrified to see that 
she is bleeding from an inexplicable source. The 
uterus is under the control of the sympathetic system. 
The child’s fear increases its action, and she soon 
writhes in pain. Her refined parents mysteriously 
reassure her ; and she learns that there is something 
disgusting and secret to pull down the ideal of sweet 
girlhood. 

The instinct of disgust causes us to spit or vomit, 
to protect us from noxious foods. Can we wonder 
that, unformed in the child’s mind, there arises an 
association between the two instincts, and that 
in future her periods will always be accompanied 
by the emotions of fear and disgust, and that her 
period will be painful, excessive, and accompanied 
by prostration and nausea or vomiting. 

The sense of weight or pain in the right or left side, 
or both, experienced by a young woman who has 
remained engaged to be married for three years, 
either because her parents contend that she is ‘too 
young to marry or because her fiancé is not yet 
economically established and does not feel ready to 
marry, is easily understood by her medical adviser. 
But the young woman, if she had a suspicion as to its 
cause, would repress the idea with aversion, and 
perhaps pray away her sense of guilt. But, neverthe- 
less, her attention would inevitably revert to the 
pain; and its persistence would convince her that 
she had something wrong with her inside. Much 
treatment would be of no avail, and possibly, in the 
end, an exploratory operation would reveal one or 
two follicular ovarian cysts which might or might 
not be removed. 

I shall not detail any other examples. They will 
readily suggest themselves to anyone who is on the 
lookout for them. 

It will be of interest to study the causation of 
symptoms in cases of functional nervous disorder. 
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These symptoms arise in two ways—firstly, as a 
misinterpretation of a normal organic state, 
unaccompanied by the emotional state of mind 
usually associated consciously by the individual 
with that particular organic state, and rationalized 
by the patient into a disease which explains for her 
the sensations she is experiencing; secondly, the 
symptom is a solution of a conflict of adjustment 
between a desire and a fear. The desire, in most 
cases, is unformed in consciousness and indicates an 
impulse of the self which conflicts with the general 
will of the community, as expressed in some abstract 
moral sentiment. 

In studying the causation of neurotic symptoms 
it is necessary to review modern conceptions of 
mental life. All vital force takes its origin in the 
purposeful striving of our instincts. There is no 
energy that is not derived from the instincts. An 
instinct is defined as an inherited disposition of 
nervous structure which has three parts—firstly, an 
afferent or knowing or cognitive part, which perceives 
the object or idea which activates the instinct. 
The second part is the central or affective part. 
This part consists of the adjustments of secretions of 
glands, blood vessels, viscera et cetera with a certain 
feeling—tone, or emotion—felt in the mind. The 
third part of an instinctive disposition is the conative 
or purposeful striving towards a goal, which has for 
its object an adjustment of the person to his environ- 
ment for his own betterment, or for the benefit of 
the species. 

For instance, consider the instinct of flight. On 
the cognitive side we have afferent sensory nerves 
connecting the auditory and other sense organs 
with a perceptual disposition in the central nervous 
system. This disposition, because of its inherited 
disposition, knows without previous experience the 
object or sensation which appropriately activates 
the instinct. For instance, on hearing a loud noise 
for the first time after the maturation of the instinctive 
disposition, an animal instinctively flees. The 
cognition or knowing of the appropriate activating 
perception at once brings the affective part of the 
instinctive disposition into activity. Impulses, by 
way of the sympathetic system, stimulate the adrenals 
to secrete adrenaline. Adrenaline is an activator 
of the junctions between motor nerve endings and 
muscle. The whole burden of the escape will be 
borne by the voluntary muscular system, and the 
whole of the organic adjustments of this affective 
side of the instinct serve this end. The thyreoid 
gland secretes rapidly and its secretion acts on nervous 
tissue in the same way that adrenaline acts on 
muscular tissue. The interworking of the nervous 
system is thus facilitated, resulting in prompter relays 
of messages. In the liver glycogen is turned into 
blood sugar for fuel to be used by the muscles. 
Increased oxygen is provided by relaxation of the 
bronchioles and increased respiration. Increased 
blood supply is brought about by acceleration of the 
heart beat. The spleen contracts and squeezes out 
more red blood cells. The splanchnic aterioles contract 
in order to divert the blood supply from the stomach 
and bowels to the muscles. The skin arterioles 
contract for the same reason. In order to keep the 





muscular system free of waste products, which would 
bring about fatigue of the muscles, accessory excretory 
organs aid the kidneys and the skin sweats copiously. 
A broad vision is required to reveal every avenue of 
escape, and the pupils dilate, the eyes start forward 
into a more advantageous position, whilst the eyes 
are opened wide by the levator of the upper lid. 
But, most important of all in our understanding of 
functional symptoms, gastric secretion is inhibited 
as well as all motor activity of the stomach and 
intestines. Digestion does not subserve the purpose 
of flight, and consequently is inhibited during its 
progress. The orifices close. The sphincter ani and 
sphincter vagine are in tonic contraction, thus again 
subserving the purposive end of escape. The experi- 
ment has been made of watching the gastric and 
intestinal movements of a cat before an X ray screen. 
The mere momentary imitation of the growl of a dog 
will inhibit all gastric secretion and all stomach 
and intestinal movements for four hours. No 
wonder we feel a churned-up feeling in our bowels 
when we are anxious and afraid. The vital energy 
liberated during the excitement of an instinct is 
enormous, and may impel the animal to such a vast 
expenditure of effort that it may die of exhaustion. 
The ‘internal adjustments of the viscera and organs 
under the control of the sympathetic nervous system 
are accompanied in the central nervous system by a 
certain feeling—tone. There may be only a vague 
sense of apprehension if the escape appears likely 
to have a successful outcome, and this emotion may 
have some quality of pleasurable feeling if escape is 
certain, but with the consciousness of almost certain 
capture a new instinct comes into activity, namely, 
the instinct of pugnacity, with its corresponding 
internal adjustments under the control of the 
sympathetic nervous system, and its corresponding 
feeling—tone—in the central nervous system, which 
we call anger. The purposive tendency of this 
instinct is subserved by different action-patterns of 
coordinated muscular movements. If the animal 
is now beaten in the fight the sympathetic fails, 
probably by exhaustion, and a new set of adjustments 
under the control of the vagus comes into force. 
Violent gastric and bowel movements lead to 
diarrhea. Purposive muscular movements give way 
to undirected blind rushings to and fro and, later, 
to trembling of isolated muscular groups or to 
absolute immobility. The coordinated pugnacious 
purposive movements of the jaws relax in a despairing 
shriek. The heart stops, and the animal dies, or 
it slows, and the animal faints. With this new 
adjustment of the viscera there is a corresponding 
emotion of the central nervous system which we call 
despair. 

Every emotion has its corresponding three parts, 
namely, the perceptive side, the affective side, and 
the purposive or conative side. We may learn to 
control to some extent the tendency of the perceiving 
part to activate the affective part; and we can 
almost totally control the purposive movements 
which are the result of the conative side. But we 
can never voluntarily control the central or affective 
side of our instinctive dispositions. For instance, 
we can learn to disregard many insults to our self- 
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regarding sentiment. We may control our muscles 
in the traditional English way, but we cannot prevent 
the flushing of our faces due to the vaso-motor 
adjustments of the blood vessels of our faces. Some- 
times the mechanism of the conditioned reflex comes 
into play in the activating of an instinct. Ross 
states that an emotional reaction first aroused by a 
certain mental event tends afterwards to be aroused 
by any other mental event which has become 
associated with the first one. The second mental 
event may be totally without emotional significance 
in itself, but by virtue of its association, becomes 
capable of arousing the emotional reaction without 
the presence of the primary event in consciousness, 
or (and perhaps more often) in the absence of any 
conscious connexion between the primary and the 
secondary events which may nevertheless be both 
fully conscious. When an event of the conditioned 
class arouses an emotion, the individual is not aware 
of this physiological and psychical fact. 

In the absence of a conscious association between a 
cause of his emotion and his affective state, he 
becomes aware of his subjective sensations—of 
the beating of his heart, of his hurried breathing, 
of his abdominal discomfort. The individual 
appreciates them as a vague discomfort or pain and 
is led to account for his symptoms by supposing 
some disease. 

He is led to select for his concern a particular 
manifestation, that is, palpitation or gastric sensa- 
tions, because of some previous association of that 
particular organ with disease or with the idea of 

i . For instance, a girl whose mother had a 
weak heart might conclude that she has inherited 
a weak heart, and be terrified at the prospect. A 
man whose gastric functions have been deranged by 
alcohol, tobacco, over-eating et cetera will direct 
his attention to the abdominal symptom and fear 
that he now has cancer of the stomach. A vicious 
circle is now established. Fearing the disease is 
accompanied by the reactions of fear, which increase 
as the patient’s attention is directed more and more 
to the symptoms. 

The inhibited gastric secretions, together with the 
immobility or irregularity of the muscular movements 
of the stomach and bowels, now bring about the 
condition of functional dyspepsia, with pain, 
flatulence and constipation. 

Constant over-action of an organ leads to 
hypertrophy and structural change, and in this way 
structural or organic disease may replace functional 
disorder in an organ. 

We can perhaps understand how functional and 
structural disorders are brought about in the female 
generative organs. The sex instinct is the most 
powerful of the primary instincts. On it depends 
the continuance of the species, whatever that may be 
for. All other instincts motivate the individual to 
that end. Consequently we must expect that the 
individual will find it hard, or impossible, to modify 
any of the three parts of this instinctive disposition. 
As a matter of fact, we do find it hard to modify our 
apperception of the secondary sex characters which 
bring this instinct into action. The female form 
and the masculine characteristics of the male are 





capable of stirring, more or less, mostly more, every 
individual, no matter how sublimated his instincts 
may be in abstract sentiments, or how diluted in 
complex sentiments organized about a loved one. 
And this is true even in individuals who have no 
knowledge of the sex instinct and the end of whose 
motivation may be unformed and unperceived in 
consciousness. 

How difficult it is for men and women of intellect 
and refinement to control the conative or motor part 
of this instinctive disposition is a sad fact of which 
we, from time to time, become aware. And the 
purposive activity of the third part may become 
indistinguishable from the impulsive instinctive 
mating of animals. In this instinct ideas of the 
appropriate activators formed in the imagination 
are a most potent factor. In day dreams, in literature, 
in most of our social intercourse the sex impulse 
is constantly stimulated. 

How much less under control is the middle or 
central part of the disposition, is not hard to under- 
stand. 

What the exact organic adjustments are in this 
instinct have not been worked out in great detail. 
The adjustments of the external genital organs, both 
to facilitate entrance and reception of the reciprocal 
parts, is well known. But the internal adjustments 
of prostate, testicles, ovaries; uterus and tubes, are 
not so well known. That they must be profound is 
revealed by such facts as, for instance, that in rabbits 
ovulation does not occur in the absence of copulation. 
How profoundly this instinct must influence the 
secretion of follicular hormone and the development 
of the corpus luteum, the onset and subsequent history 
of menstruation, must also be evident. 

Constant stimulation of the sex instinct without 
normal discharge of the energy of the instinct in 
completed coitus must have a serious influence on 
the function of the uterus, ovaries and tubes. We 
know that the uterus is innervated from the 
sympathetic, as are the ovarian and spermatic ganglia, 
and the uterus, Fallopian tubes and vas deferens are 
also innervated from the sympathetic; and this 
sympathetic innervation must indicate that in the 
preparation of sex organs preparatory te the motor 
or purposive working out of the instinct, ovaries, 
tubes and uterus must be modified to a marked 
degree. 

Modern social life is such as to increase the 
possibilities of the derangement of genital organs of 
women. Modern music, founded on the native 
melodies of the most salacious race in the whole 
world, a race whose social sanctions are notoriously 
the loosest in the world ; dancing which has its origin 
in the savage ritual of tropical tribes; open air 
sport in costumes which are so scanty and suggestive 
that simple nakedness would be less stimulating ; 
the independent spirit of youth which, in our weakness, 
we tolerate and which demands an early and full 
expression of its individuality, which means the 
early satisfaction of every instinctive disposition we 
inherit; the tumbling authority and prestige of 
some of our greatest social sanctions in which have 
been preserved the best of our social laws—the 
church, marriage, the family, the nation, the 





774 THE MEDICAL JOURNAL OF AUSTRALIA. 


DecemsBer 15, 1934. 





professions—these things bring about a state of 
affairs in which increased sexual stimulation, together 
with a disinclination to shoulder responsibilities to 
the species, brings about the conditions in which a 
clash is inevitable, and in which clash the individual 
must always suffer. 


We have next to study how the mind may become 
the battle-ground of conflicting desires, and discover 
the mechanism of the mind by means of which two 
conflicting desires may both derive satisfaction as 
the result of a compromise between them. 


This inquiry takes us into the study of personality. 
It is a commonplace to say that each individual has 
within him several personalities. We are all aware 
that we could have developed along other and yet 
congenial lines. The man of ascetic habits feels 
within himself that in other circumstances he might 
have enjoyed the life of a roué. The medical man 
dabbles in art and feels that within him there was the 
making of a great artist; and there is perhaps in 
him something of sadness and regret when he contrasts 
his present affluent position as a busy practitioner 
with the glory and fame that might have been his 
in other circumstances. Robert Louis Stevenson’s 


story of Dr. Jekyll and Mr. Hyde is merely an 
imaginative extreme case of what actually exists in 
the minds of all of us. We are what we are because 
one particular instinct dominated the integration of 
our personality. 

Each instinctive disposition may be said to be a 


crude personality, and when an instinct is functioning 
in a lower animal, the personality of that instinct 
is wholly in possession of the body of the animal. 


The highest type of human personality is one 
dominated by one master sentiment which contains 
within itself all inferior sentiments and all the primary 
instincts; dominating them and controlling them 
in the service of this one pervasive desire. 


It will be interesting to study, for a few minutes, 
this synthesizing of cruder elementary personalities 
into that noblest crown of creation, a completely 
unified personality. 

The primary instincts may be grouped in varying 
combinations to form complex tendencies, and the 
strength of the primary impulses in the complex 
tendency may vary from weak to dominating, thereby 
giving variety to the complex emotion which is the 
feeling—tone in the mind, accompanying the 
impulse. Scorn is a binary compound emotion of 
which the constituents are disgust and dnger. Its 
motor expressions are the shrinking and aversion of 
disgust, and the impulse of anger to strike, to attack, 
to destroy. 

No instinctive disposition can ever be brought into 
action without the central or affective part coming 
into activity; and when a compound instinct is 
aroused, internal adjustments of the bodily organs 
characteristic of each primary emotion take place, 
and these bodily adjustments are not under the 
control of our will. The extent of the adjustments 
for each primary instinct will correspond to the 
relative strength of the primary instincts in the 
complex emotion. 





Now amongst the primary instincts we may name : 

1. The instinct of flight, with the emotion of fear. 

2. The instinct of repulsion, with the emotion of 
disgust. 

3. The instinct of curiosity, with the emotion of 
wonder. 

4. The instinct of pugnacity, with the emotion of 
anger. 

5. The instinct of self-abasement, with the emotion 
of negative self-feeling. 

6. The instinct of self-display, with positive self- 
feeling. 

7. The parental instinct, with tender emotion. 

8. The sex instinct, with the emotion of lust. 

9. The food-seeking instinct, with the feeling of 
hunger. 

10. The gregarious instinct, with its feeling of 
loneliness. 

11. The instinct of acquisition, with the feeling 
of possession. 

12. The instinct of construction. 

From these primary instincts, with a few minor 
additions, comes all vital energy, and this energy 
is expended only in the service of one or more of 
these instincts working singly or in combination. 

The compound emotions are admiration, awe, 
reverence, gratitude, scorn, contempt, loathing, 
horror, fascination, envy, reproach, shame, solicitude, 
jealousy, vengeful emotion et cetera. 

A sentiment is a compound emotion habitually 
directed towards a particular object. For instance, 
in the sentiment of love the following primary 
instincts are organized about a particular object : 
The sex instinct, with its feeling of lust ; the parental 
instinct, with its tender, protective feeling; the 
submissive instinct, with its negative self-feeling ; 
the display instinct, with its positive self-feeling ; 
the collecting instinct, and the building instinct. 
These six primary instincts may be present in 
varying strengths, thus giving the different pictures 
of love as we know it. We may mention the lustful 
lover, the protective lover, the slavish lover, the 
dominant lover et cetera. 

The forming of a sentiment marks the first step in 
the synthetizing of a personality, and this step also 
marks the first control of our primary instincts by 
the self in the interests of the sentiment. For 
instance, in the sentiment of love, the lust of sex 
passion is controlled by the protective impulse of the 
parental instinct. With the formation of sentiments, 
the end to which the purpose tends is defined more 
clearly in consciousness, and at the same time the 
accomplishment of the end of the purpose is delayed. 

The vague uninterpreted sex feelings of the animal 
give place in the human to the desire to win a 
particular loved one, although the accomplishment 
of the end, that is marriage, may be delayed for years. 

The idea of the ending of an impulse in satisfaction 
is called a desire. 

Some personalities never carry the process of 
integration further than the formation of many 
sentiments about many objects. These individuals 
love and hate, are jealous or envious, they sympathize 
and pity. They vary like the weather-cock, according 
to the predominating sentiment of the moment. 
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The next step forward in the process of integrating 
the personality is the formation of abstract sentiments. 
Some of these are honesty, courage, self-sacrifice, 
generosity, hatred of selfishness et cetera. It will be 
observed that the abstract sentiments are founded 
either in the relationships subsisting between the 
self and the other members of the species, or in the 
idea of the betterment of the self as a member of 
that species. 

For instance, generosity has for its ultimate end 
the better and more equal distribution amongst 
the members of the species of the means of subsistence. 
Honesty has for its end the smoother working of the 
parts of the social machine. Courage has for its 
end the better conduct of the individual in the struggle 
for the preservation of the species. Self-sacrifice 
has for its end the preservation of the interests of 
the species over the interests of the individual. 


The attaining of the moral sentiments presupposes 
ideas of the self and of the community, and of the 
relationships holding between the self and the species, 
and the relative importance of each. 


The self-regarding sentiment is a development of 
the two instincts of submissiveness and self-display, 
with their corresponding emotions of negative and 
positive self-feeling. 

In so far as we feel submissive, we are prompted 
to admire our betters; and to this admiration, 
prompted by such innate qualities: of our nature as 
sympathetic induction of emotions, imitation, and 
suggestibility, is due the assimilation of the acquired 
wisdom of the race with respect to right living, which 
is summarized in the moral sentiments. To our 
positive self-feeling is due the comparing of ourselves 
with other members of the species. As our submissive 
instinct results in the acquiring more and more of 
the wisdom of the race, so our self-assertive instinct 
shows us passing other members of the race who 
have not kept pace with us in acquisitiveness. The 
individual thus acquires the moral sentiments of the 
race, and with them ideas of his duties to himself and 
of his duties to his fellows as individuals, and to his 
species. 

If the two primary instinctive dispositions in the 
self-regarding sentiment are not exactly balanced, 
one can never develop an ideal personality—a 
personality in perfect control of all its primary 
emotions and acquired sentiments. 

The submissive disposition and negative self- 
feeling are necessary for us to appreciate the 
magnitude and wonder of creation, and to appreciate 
the fact that the human species probably is part of 
the universal plan, and that it has a worthy, perhaps 
paramount part to play, in which part each individual 
has his share. The instinct of display and positive 
self-feeling helps us to realize that we are no unworthy 
members to play such a part, and that the obligation 
is upon us, and with this great feeling of self-respect 
comes the strength to enable us to realize this impulse 
in action. 

The fundamental truth of this purposive aspect of 
psychology is that all impulse must result in action. 
Impulse that does not end in action is waste, and 
destructive to the organism, Action confirmed in a 





certain direction by habitual use requires less and less 
expenditure of energy. 

In a conflict of desires a decision in favour of the 
more integrated part of our personality will always 
occur when the weight of the idea of self is thrown 
in on that side, when that idea of self is the result of 
the development of a strong self-regarding sentiment 
in which the two primary dispositions are present in 
equal proportions. 

Now, complete unity of the personality is attained 
only when the sum total of all our impulses is expressed 
as the master sentiment. The master sentiment 
may be expressed as the desire to act as an ideal 
individual in the service of a society of ideal individuals 
comprising an ideal community. Where this master 
sentiment is not the binding force directing and 
controlling all our impulses, conflict must arise. 

Although necessary up to a certain point, the 
welfare of the individual is a minor matter in the 
struggle of the species for survival. 

Man’s nature is such that his conduct is prompted 
and sustained by tendencies and purposes of two 
great classes that are not easily harmonized—the 
tendency to secure the welfare of the self, and the 
tendency to secure the welfare of the species and 
the social community. Their opposition remains 
the principal ground of functional disorders. 


Each instinctive tendency of human nature seems 
to struggle for its own maximal development, and 
is in danger of becoming hypertrophied until it 
dominates the whole organism, becoming the main 
channel for all its vital energy. Rivalry and checking 
keep the whole system in due subordination. 


When any one tendency, whether because natively 
too strong or too much stimulated and favoured by 
the circumstances of the individual, becomes so 
strong that it is not easily kept within due bounds, 
the process of reciprocal checking is exaggerated 
in intensity, and becomes what we call “ inner 
conflict ’’, normal or morbid being only a question 
of degree. All conflict is a striving for incompatible 
goals, conscious or subconscious. 


For instance, consider the woman who loves 
another man but who is married to a man to whom 
she feels bound by sentiment of duty. Her sex 
instincts, organized with other instincts as the 
sentiment of love about the lover drives her in one 
direction. Her sentiment of wifely duty impels 
her to immolate herself on the marriage bed. Three 
courses are open to her: She can flee to her lover, 
obeying the strongest instincts in the sentiment of 
love. But for this she will be condemned by the 
voice of public opinion. Secondly, she can act within 
the higher sentiment that marriage without love is 
not in the best interests of society, and she can 
ignore public opinion and leave her husband, expecting 
his generosity to grant a divorce, satisfied that she 
has acted both to herself and to society as she ought. 
Her ideal of self and of society are not high enough 
for that. Thirdly, she can achieve a partial solution 
by developing a neurosis, an illness which prevents 
her from carrying out her duty as a wife. Although 
she partly gains her object, it is at the great expense 
of much bodily pain and shffering. 
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One would suppose that the connexion between the 
symptom and the attainment of a desired end would 
be present in the consciousness of the patient. 

But this is not so. That aspect of the problem is 
repressed by the patient. Now it is a mental law 
that if repression of a desire takes place in the presence 
of great emotion, then the repressed thought becomes 
split off or dissociated from the total personality. 
The strength of the emotion is sufficient to effect 
some alteration in the conduction of synapsial 
junctions, thus isolating this section of mental life 
containing the repressed idea and excluding it from 
consciousness. 

In future, the idea “ if coitus can be made painful 
enough there will be no necessity to submit’ can 
work alongside the synthesized personality and yet 
independently of it, capable of influencing the thought 
content of the conscious mind without consciousness 
being aware of its influence. 

Now there is an anatomical and physiological 
foundation in the nervous system which explains 
dissociation. Each instinctive nervous disposition 
is anatomically and _ physiologically relatively 
independent of the other instinctive dispositions. 
This independence is supposed to be due to a difficulty 
that energy generated within an instinctive disposition 
has in passing across synapsial junctions between 
the dispositions. The synapsial connexions between 
instinctive dispositions are developed in the cerebrum. 
The formation of a sentiment is represented 
anatomically by the increased growth and develop- 
ment of synapses in the cerebrum between the 
neurones of the different instinctive dispositions. 
The strength of a sentiment depends upon the 
amount of exercise the sentiment gets, and this is 
reflected in richer arborizations between the synapses 
of the neurones involved in the sentiment. But the 
synapses between separate instinctive dispositions never 
provide an easier path for instinctive energy unless 
the paths have been made easy by much exercise 
with consequent growth of synapsial arborizations. 

In a compound instinctive disposition the amount 
of energy expended in the individual primary 
dispositions will depend on the amount of exercise 
the particular primary dispositions have had, thus 
developing their own intrinsic synapses, and the 
strength of a sentiment will depend upon the amount 
of exercise the sentiment has had about the object 
of that sentiment. 

The only way by which a sentiment can be assured 
of acting is for it to be constantly exercised and each 
primary emotion must receive only its due proportion 
of exercise. A primary disposition too much exercised 
becomes dominant, and the synapsial parts within 
this disposition become paths of less resistance than 
the paths between connected dispositions; and an 
instinctive disposition receives little energy because 
through disuse its energy paths become too resistant. 

It is not sufficient to attain an intellectual idea of 
@ sentiment, nor a desire to act in response to its 
impulse. The sentiment must be confirmed by 
habitual exercise, after which the developed energy 
paths will become of so little resistance that no 
conflict of opposing desires will be possible because 
desire will result automativally in action. 





Now consciousness on the lower planes is simply the 
awareness of the instinctive disposition in action 
at the moment. 

The clearness of the idea of the end of the tendency 
is a matter of intellectual development. Two or 
more primary instinctive tendencies may be in 
operation at once, and all present in the mind and 
acting independently at the same time, ultimate 
action depending on the relative resistance of synapses 
within a disposition. The tendency present in 
consciousness to the greatest degree—but nevertheless 
whilst other tendencies are also acting, and mental 
awareness of these is also present—is the one to which 
attention of the self is directed. That will be the 
tendency with the greatest force for the self. 

If an instinctive disposition has been linked up 
in a sentiment or in a complex instinctive disposition, 
it can be dislodged from that sentiment by excessive 
stimulation within that primary disposition. It 
then becomes independent of self-consciousness. 
Excessive emotion within a primary instinctive 
disposition or within a sentiment is able to effect a 
functional alteration of the synapsial connexions 
between that primary instinctive disposition or 
sentiment and the remainder of the personality, if 
those synapsial connexions are relatively weak 
becauee of little use. And as far as that primary 
disposition or sentiment is concerned, a reversion 
takes place to the primitive multiple dissociated 
condition of the mind. But the dissociated primary 
or group of primaries is still capable of controlling 
the organism as a whole, or of influencing the 
remainder of the integrated personality and modifying 
its tendency to action. 

Now various factors alter the ease with which 
energy Can pass across a synapse, or, in other words, 
raise or lower its resistance, for example, sleep 
toxins, products of metabolism fatigue and shock. 
The ease of passage of energy depends on two factors : 
(a) The primitiveness of the disposition; (b) the 
development of the synapses through exercise. 
From the first fact it follows that synapses of reflexes 
at the spinal level are the most facile, whilst somewhat 
above these are those within an instinctive disposition 
whose centres are in the basal ganglia. Hardest 
to pass unless made easy by exercise and development, 
are those in the cerebrum. 

All systems compete for vital energy, the only 
source of which is the primary instinctive dispositions. 
Distribution of energy is on the principle of drainage, 
which is, of course, by synapsial paths of least 
resistance. Energy which does not expend itself 
in action which tends to bring about the end of an 
impulse probably expends itself at synapses or in 
visceral adjustments. At all events, conflict absorbs 
much more energy than action. More so, because 
conflict is continuous, whilst instinctive desire 
resulting in the attainment in the end of the desire, 
is followed by a period of rest and a process of 
recuperation. Whilst there is conflict there cannot 
be recuperation. 

How may one know a neurotic woman ? 


Let us take her history. Her uncle may have 
died a drunkard, an aunt may have had religious 
mania at the menopause. . Her sister may be unhappily 
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married, whilst her brother is driftwood on the sea 
of life, to be cast ashore later as the flotsam and 
jetsam in the haven of our institutions. In other 
words, her hereditary stock is bad. Her father and 
mother may have competed for her affection, and 
she may have learned to play off one against the 
other. Or her father may have resented her 
appearance instead of the expected heir to his name 
and fortune. Her mother may have been a vain 
woman, emotionally volatile and shallow. She 
may have paraded the child as the wonder child 
of the age. Her friends perhaps grew to dread the 
too often heard “my child did this or that”. In 
other words, her family environment was bad. 
Perhaps she is an only child, or the youngest, the 
child of her parents’ forties. The child has had a 
bad start. She wetted the bed until she was six 
or seven. She had night terrors. She walked 
in her sleep. She had food battles with her mother, 
and the price of her surrender was always worth 
while. She would not sleep alone, and perhaps 
jockeyed her father out of the marital bed. Later, 
perhaps, she did a lot of lying, and punishment only 
made her more stubborn and wilful. Her frequent 
cyclic attacks laid her prostrate with bouts of 
vomiting and headache, whilst her mother hung over 
her in sick solicitude. Perhaps she was reared as a 
tender plant which no rude breath ever ruffled. 
Nothing common or unclean besmirched her. Her 
natural functions were performed behind locked 
doors in mysterious aloofness. Other children did 
not like her. She was spiteful and a tell-tale, and 
was cruel to her dolls. Her mother quarrelled 
frequently with the child’s teachers, and she often 
changed her school. Or she was the teacher’s pet. 
Perhaps she used to indulge a lot in day-dreams. 
Perhaps she was unusually shy, and used to slip 
away by herself for long periods. Perhaps she 
went to business, but had to stay away a lot on 
account of dysmenorrheea or sick head-aches. Perhaps 
she changed her job quite a lot. Perhaps she had 
broken off one or two engagements to be married. 
Perhaps she has one child and refuses to have any more. 
Perhaps she feels that she was meant for a better 
position in life, and is jealous of the positions of her 
schoolmates. Perhaps her husband is impotent, or 
is a weedy man, or he is too prominent in the public 
eye, or he is cruel. Perhaps a hundred other things. 
If your patient gives a history like this, if she has 
been sick a long time, if she has had many doctors, 
none of whom have understood either her or her 
case, then a hundred to one your patient’s symptoms 
are neurotic. 

We next come to the question of treatment. A 
colleague said to me: ‘“ But what are you going to 
do with these people? ’’ and I jokingly replied : 
“‘ Hand them over to the psychiatrists’. Of course, 
I did not mean that literally; but, nevertheless, 
there is a great deal of real sense in the remark. 


I can only warn any practitioner who is not 
specially qualified against attempting the psycho- 
analysis of one of his neurotic patients. They are 


particularly prone to “ transfer ”’ themselves to you |. 


in the Fruedian sense; and you will find that you 
have let yourself in for a job which may take months 





and take up hours of your time that you can ill 
afford. Neither can they afford it, and you may 
find yourself like Sinbad the Sailor, with an old man 
of the sea—in this case a woman—around your neck, 
whom you must carry to safety or sink suffocated 
in the attempt. 

But that does not mean that the general practitioner 
and the specialist can do nothing to help these 
unfortunate people to adjust themselves towards 
their social obligations. Our treatment must be 
summed up in the word “ education ’’. These women 
are ill because they are ignorant—ignorant as 
regards the working of their bodies, ignorant of their 
own natures, and ignorant as regards the reasons 
underlying our social laws and moral sentiments. 
And they are ill because they have not enough self- 
respect. 

The doctor is still the family doctor, the wise 
friend and help in time of trouble. 

Our success will be less in proportion as we merely 
treat the sick when they are brought to us after the 
damage has been done, prophylaxis is practised 
amongst the well; and the doctor can help the 
children by using his influence to prevent the parent 
from either crushing out the child’s individuality, 
or by timeiy warning urge them to curb in the child 
the impulse for mastery which, unless curbed, must 
lead to the inevitable clash between the growing 
youth or maiden and organized society, and from 
which clash organized society always issues victorious. 

The wise doctor can use his position of authority 
and insist that the blooming daughter shall not reach 
puberty in complete ignorance of the noble part she 
will be called upon to play in the all-important work 
of perpetuating our species; that she shall learn in 
spite of the unfair economics which make this indeed 
a man’s world, that after all woman is the noblest 
work of creation, and, in its last essence, man is but 
her instrument. 
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PSYCHIATRIC ASPECTS OF GYNASCOLOGICAL 
CONDITIONS.* 





By J. A. McGeorcr, M.B., Ch.M., Dip.Psych. (Sydney), 
Reception House, Darlinghurst. 





Tue scope of this paper has been extended to 
include various conditions which may arise in the 
course of general practice, as well as those which 
result from gynecological states. Pelvic disorders 
may, and often do, produce definite mental 
symptoms, but, in addition, there are frequently 
seen women of the ultra-neurotic type who delight 
in recounting their various symptoms of discomfort, 
apparently located in the pelvis. These, however, 
on closer examination, are found to be part of a 
general condition which has no organic basis. As 
shall be shown, many of these patients eventually 
fall into the hands of an over-ardent surgeon who, 
accepting their statements at their face value, 
operates and (let us hope) to his horror discovers 
that there is no abnormality present. 





1Read at a meeting of the New South Wales Branch of the 
British Medical Association on October 25, 1934 
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It is hoped that the following statements will 
prove provocative of discussion or even dissension, 
for it is proposed to disagree with certain long-held 
beliefs that various normal physiological functions 
in the female can, of themselves, be productive of 
psychiatric disorders, and to warn those persons 
who tend to regard all pelvic pain as a legitimate 
excuse for immediate operative measures, to take 
into consideration the mental make-up of the person 
concerned. The latter does not, of course, apply so 
much to the established surgeon as to the neophyte, 
to whom the neurotic woman is a fertile territory 
for surgical exploration. 

From the earliest beginnings of established 
psychiatry the female pelvis has been regarded with 
a certain amount of awe, and many aspects of 
insanity have been explained by reference to some 
female function, normal or abnormal, which affords 
an excuse for establishing an organic basis for the 
condition. The reason for this should be obvious. 
An organic basis means that something active can 
be done in the matter. Some cavity can be explored, 
some focus drained, or something extirpated with 
reasonable prospects of complete recovery, if this 
theory is sound. Unfortunately even the most 
enthusiastic supporters of the physiogenic «etiology 
had to admit that their hopes were doomed to dis- 
appointment in too many instances, and gradually 
it has come to be realized that a normal woman will 
pass through the stresses of pregnancy, puerperium 


and the menopause without developing a psychosis, . 


and that it is the woman with an underlying psycho- 
pathic or neuropathic constitution who gives way 
under the strain, just as she would if subjected 
to any other severe trauma. 

Now that the psychogenic origin of these states 
is coming into its own, there is a swing in the 
other direction, and too much emphasis is being 
laid on the Freudian conception that the symptoms 
arise from some aberration of the sexual instinct. 
Thus the ancient belief that hysteria had some 
sexual significance (hence the name, which is 
derived from the Greek iorépa, the womb) is sup- 
ported by Stoddart,’ who states that this psycho- 
neurosis “is due to a conscious refusal to give the 
sexual instinct its proper place, with the result that 
some non-sexual part of the body symbolically 
acquires a sexual valuation. Symbolically the 
uterus leaves its normal position and wanders to 
other parts of the body”. 

It must be admitted, of course, that the sexual 
question does arise in some cases, but certainly not 
in sufficient numbers to justify such a sweeping 
statement as the above. The correct attitude towards 
these conditions seems to be to regard them as 
being precipitated by a physical factor, because the 
patient is predisposed by her psychical instability 
to their development. If this course is adopted, 
then such terms as puerperal melancholia, insanity 
of pregnancy, sexual psychosis et cetera can be 
dispensed with. The cases will then be classified 


under the ordinary diagnostic headings of depressive’ 


states, manic states, paraphrenia, hysteria and 
80 On. 





Before discussing the mental conditions which 
may occur in .association with those periods of 
stress peculiar to women, it may be of interest to 
study the result of investigation of one thousand 
patients admitted to Broughton Hall. All organic 
mental states, such as epilepsy, congenital defect, 
dementia paralytica et cetera, have been excluded, 
and these histories therefore represent fairly 
accurately the female patients admitted during the 
past four years. For classification the cases fall 
into eleven diagnostic groups, as shown in Table I. 
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From this table it may be seen that the most 
common psychosis present was a depressive state, 
occurring, as it did, in more than 40% of all cases. 
Next came hysteria with 24%, and the only other 
condition of any considerable frequency was para- 
phrenia in 10% of the admissions. 

About one-third, actually 32-8%, of these patients 
had pelvic symptoms of one sort or another, which 
they believed to be of sufficient importance to 
mention during the routine examination. The 
relationship of these symptoms to the various 
psychiatric conditions is shown in Table ITI. 


TABLE II. 
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Although the hysterias are numerically consider- 
ably less than the depressive states, when it comes 
to calculating the percentage of the total cases with 
pelvic symptoms, they are found to exceed all other 
states. Only 29% of women, suffering from some 
form of depression, had a coexisting abnormal pelvic 
state, but it was present in 50% of cases of hysteria, 
and the actual percentages of the total cases with 
this state were 375% and 403% respectively. 
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An analysis of the different types of condition 
present gave some interesting information. It was 
found that 42% of the patients suffering from 
hysteria complained of some form of menstrual 
dysfunction, and that this was by far the com- 
monest condition, whereas the menopause, artificial 
or normal, was associated with 12% of depressive 
states. Both of these forms of mental illness, how- 
ever, had one thing in common; this was the 
frequency with which pelvic operations had 
occurred. The unfortunate hysteric suffered more 
from the ardent attentions of the surgeon than did 
the melancholic. The figures show that 16% of these 
patients had been subjected to operations which 
were ill advised, as the patients’ conditions were 
psychical and not physical. Later, cases will be 
given to illustrate to what extent operative inter- 
ference may go, but for the present we shall con- 
sider the forms of pelvic disorder found. 








TABLE III. 
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The figures given so far tend to show that 
psychiatric disorders fall into two main groups 
from the gynecological point of view. These are 
the depressive states and hysteria. In the further 
consideration of the subject we shall deal with 
these conditions only. 

The next table (Table IV) gives some idea of the 
principal forms of menstrual dysfunction which 
may occur, and the proportion of these in the 
mental states under consideration. 














TABLE IV. 
Depressive 

Menstrual Condition. Hysteria. States. 
Irregularity in time oe os _ 41 (17%) 19 (4%) 
Amenorrhea i Pa 39 (16%) 15 (3%) 
Dysmenorrhea_e..... a s. aa (23%) 20 (5%) 
eno! ee Hs - ‘$< 21 (9%) 9 (2%) 
Scanty flow ne as oe at 21 (9%) 10 (2%) 





The percentages given in Table IV show that 
some menstrual disorder is quite a common occur- 
rence in patients suffering from hysteria, whilst it 
is comparatively rare in the other states. The 
principal irregularity is dysmenorrhea, which was 
present in 23% of all cases, an unduly large pro- 
portion, and probably this can be explained by the 
characteristic inability of these patients to suffer 





any discomfort and their tendency to exaggerate 
any symptoms in a bid for sympathy. 

It is interesting in this connexion to note that 
Bourne“? offers a theory in explanation of the sub- 
jective symptoms referred to the pelvic organs. He 
states that the state of mind is anxiety based upon 
some sexual difficulties, but that, owing to the great 
importance of the reproductive mechanism in the 
physiology of the woman, we find that “anxieties 
other than those derived from purely sexual diffi- 
culties are liable to produce disturbances of pelvic 
function”. He goes on to amplify this further and 
points out that there is primarily a mental state, 
then a functional disturbance, and finally organic 
changes. Examination of the pelvis having revealed 
no abnormality, he concludes that “the proximate 
cause of these symptoms is pelvic congestion and 
one of the normal causes of pelvic congestion is 
sexual excitement . .. that secondary changes occur 
in the ovaries, which in their turn induce chronic 
hypertrophy in the uterus and other changes”. This 
seems rather far-fetched, and there is a tendency to 
exaggerate the importance of the mental state. It 
is surely going too far to say that a definite organic 
pelvic condition can be produced simply by a 
psychical stimulus. More reasonable and logical 
are the conclusions which he draws from a study 
of subjective menstrual disorders in the hysteric 
who magnifies her symptoms out of all proportion 
to their reality. In these cases the symptoms serve 
as a retreat or escape from an unpleasant environ- 
ment. He considers that they “utilize their 
menstrual functions as a means for obtaining 
sympathy and attracting attention . .. and they 
should be handed over to the care of the psycho- 
logical physician”. 

There is undoubtedly a certain amount of dis- 
comfort associated with menstruation in all women, 
making it difficult in many instances to decide what 
constitutes dysmenorrhea, but it is certainly 
suspicious that such a large percentage of psycho- 
neurotic women should complain of this symptom. 
It looks as if they are inclined to over-emphasize the 
unpleasantness which accompanies a normal physio- 
logical process; and accordingly little importance 
can be attached to this, except as an index of the 
patient’s mental state. It is important to bear in 
mind that other symptoms, indicative of a psycho- 
neurosis, will also be present. These are general 
instability, emotional outbursts, loss of energy and 
incapacity to accept responsibility. 

The other fairly common conditions found in 
cases of hysteria are amenorrhea and irregularity 
in time in 16% and 17% respectively. The former 
may play an important part in the development of 
the mental state, not only in women who have been 
exposed to a risk of pregnancy, but also in those 
who subscribe to the lay belief that absence of the 
menstrual flow indicates some serious physical 
condition liable to terminate in death, insanity or 
some other catastrophe. 

We now come to the question of pelvic operations 
whieh have been performed on women suffering from 
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mental disorders. Attention has already been called 
to the fact that 16% of hysterics have been in the 
surgeon’s hands, and as these patients are, in the 
majority of instances, comparatively young, the 
ages ranging from fifteen to thirty-five years, it 
seems that such treatment can hardly be justified, 
especially when hysterectomy. has been performed 
during this period of reproductive usefulness. This 
has occurred in 5% of cases. The commonest opera- 
tion was oophorectomy, in 8% The actual figures 
are given in Table V. 


TaBLe V. 
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Although the age period for melancholics is later 
than that for hysterics, the same percentage have 
suffered hysterectomy, namely, 5% of all cases in 
the group to which they belong. The number of 
instances of oophorectomy and salpingectomy is 
unduly high in these comparatively young people, 
being 8% and 7% respectively. The psychological 
effects of this deprivation will be dealt with later. 
In two of the cases of salpingectomy there had been 
ectopic gestations, but there wag no obvious organic 
condition to account for the operation in the other 
patients. No reason was given by the surgeon for 
the sterilization in the two instances quoted. 
Apparently it was done because the mental state 
was wrongly diagnosed and it was considered that 
further pregnancies were undesirable. 

We now come to the consideration of the 
wtiological factors believed to be responsible for the 
development of the patient’s mental state. These 
vary considerably, but in quite a few cases some 
pelvic condition was regarded as being responsible. 
The various causes and the proportion in which 
each is present can be seen in Table VI. We are, 
of course, still dealing only with those cases in 
which there was some gynecological condition. 
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This table gives some interesting information. We 
can see from it that in hysterics general causes play 





a greater part than gynecological causes in the 
etiology, the numbers being 72 and 64, whilst the 
reverse is true in the case of the depressive states, 
85 and 37. In the first, pregnancy holds pride of 
place, as might be expected, for it is a time of 
stress and one for which these patients are ill- 
prepared because of their mental instability. The 
most common cause of all is a psychogenic one, 
namely, worry, and this was present in 35 
cases. This also is not unexpected, for it is an 
accepted fact that hysterics are incapable of 
standing up to adverse conditions. In the depressive 
states we have a different picture, for here the 
physiogenic causes predominate, the principal ones 
being the normal menopause and the puerperium in 
28 and 26 cases respectively. How many of these 
factors are actually responsible for the conditions 
they are supposed to have caused is a doubtful 
question, for, as before mentioned, they are very 
often only stresses exercised on an unstable per- 
sonality which would have succumbed to any other 
force of sufficient intensity. 


We are now in a position to deal with the various 
psychiatric disorders and their relationship to pelvic 
states, normal and abnormal, in the light of the 
information supplied by the foregoing tables. 


It is intended to deal with the normal physio- 
logical functions first, in accordance with the 
periods in the sexual life of women in which they 
occur. The different forms of mental disorder 
arising during the various stages can be studied at 
the same time. Cases will be quoted to illustrate the 
reactions of certain patients to the difficulties which 
may arise at these times, and conclusions will be 
drawn from the evidence which these afford. Finally, 
abnormal pelvic states wfll be considered and their 
influence on the mental processes of the patients 
estimated. These will include the results of opera- 
tive measures and glandular deprivation. 


Normal Functions in Relation to Sex Life. 
Puberty. 

At the time of puberty is seen the commencement 
of menstruation, the menarche, and it is here that a 
severe psychological trauma may be inflicted on the 
immature mind by the secretive policy dictated by 
false modesty. The mother’s duty obviously lies in 
explaining to and warning the child of the normal 
process which is about to take place. A few kindly 
words, emphasizing the naturalness of the event 
and its importance to the woman, will do much to 
clear up any doubts and prevent shame and self- 
consciousness. When the parent fails in her 
responsibility the child may often be enlightened 
by her teacher or schoolmates, and this period will 
eventually be passed through successfully. If, how- 
ever, there has been no warning, it can quite readily 
be understood what great psychic damage may be 
done. Panic, fear, extreme emotional tension, horror 
and shame may be easily induced at the onset of 
what is, to the young girl, a terrifying phenomenon. 
The condition which usually results is hysteria, 
varying from a mild affective disorder to severe 
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grades of functional disability. It has been sug- 
gested that the disturbances which arise may have 
an endocrine basis, as it is not uncommon to find 
an enlarged thyreoid and a _ depressed basal 
metabolic rate. The theory has therefore been 
advanced that this in turn can be ascribed to a 
primary mental state in childhood due to unadjusted 
sexual feelings and reactions. The simpler explana- 
tion given above seems better to fit the case, 
however. There is such a thing as being too 
Freudian in outlook. The following case is an 
example of over-reaction on the part of: the child to 
what is to her an unpleasant experience. 

J.D., aged fifteen years, had commenced to menstruate 
six weeks before admission to hospital. The flow lasted 
two days. She was childish in appearance and demeanour, 
looking much younger than her actual age. The Binet 
Simon test showed her mental age to be ten years. 
Immediately after menstruation she developed a transient 
amnesia and aphonia from which she recovered in a few 
days. She then anxiously awaited the commencement of 
the next period. When nothing eventuated she began to 
worry, as someone had told her that she would die if 
menstruation was not established.° She asked her mother 
to seek medical advice and was laughed at for her pains. 
The patient then became wildly excited and showed ten- 
dencies to violence towards her mother. When seen, she 
spoke only in a whisper and was emotional, tremulous 
and unsteady in gait. When the next period was due 
she again became restless and noisy and then relapsed 
into a narcoleptic state and could be roused only with 
difficulty, falling asleep again soon afterwards. After a 
course of Wier-Mitchell treatment, isolation and discipline, 
she began to ‘improve and maintained this improvement 
until allowed out on leave to her mother for a time. She 
was returned to hospital again with a history of a 
screaming attack, the onset of which coincided with the 
suppressed period. From then onwards she continued to 
improve and on her discharge five months after the 
original admission she seemed fairly well. 


This case serves to illustrate the result of indif- 
ference on the part of the mother to the mental 
turmoil of the child at the menarche. A little 
sympathy and consideration could have helped the 
patient to go through this trying time without the 
development of the psychoneurosis. Certainly the 
evidence shows an inherent instability and one 
would not expect so intense a reaction in the case 
of a normal child, but nevertheless it was a con- 
dition which could have been avoided or at least 
ameliorated. 

Although several hysterics associated menstrua- 
tion with the onset or aggravation of their 
symptoms, there were only two cases in our series 
in which the menarche was held responsible. Still 
it is worth bearing in mind the possibility of this 
factor in the development of a neurosis. 


Adolescence. 


During the second period in the female physi- 
ology we have the complete establishment of 
menstruation and the ripening of the sexual 
instincts. Reference to Table III shows that a 
very large proportion of hysterics complain of some 
form of menstrual disorder, and the most frequent 
type is dysmenorrhea. It has already been pointed 
out that this is of little significance because of their 
incapacity for suffering discomfort and the tendency 





they show to exaggerate symptoms of minor impor- 
tance, so full are they of self-pity and _ self- 
indulgence. It is rather significant that only 4% 
of all the patients attribute their general state to 
some menstrual dysfunction. The disorders may 
therefore be regarded as symptoms rather than 
causes. Any operative action is strongly contra- 
indicated, as it would only tend to direct attention 
too much to their pelvic condition and give 
encouragement to their hypochondriasis. Phillips 
has studied the question of dysmenorrhea, amenor- 
rhea and menorrhagia from the psychological 
aspect, and is of the opinion that it is best to 
ignore the first two conditions in the neurotic 
woman and to exclude excessive sexual stimulation 
and excitement from the last. 

It is widely accepted now that the additional 
strain imposed on an unbalanced neurotic or 
psychotic temperament by menstruation may be suf- 
ficient to precipitate or exaggerate a definite mental 
state. Allen“) carried out an investigation of the 
relation of menstruation to personality disorders in 
100 cases. These included 34 cases of manic- 
depressive psychosis, 35 of schizophrenia, 13 with 
psychoneurosis, and 18 miscellaneous. In the manic 
states there was neither interruption nor alteration 
in the menstrual flow, whereas in 17 of the 26 
depressives amenorrhea of one to nine months’ 
duration was found. The more severe the depression, 
then the less the flow. In the schizophrenes men- 
struation was uniformly irregular in amount, flow 
and time. In the psychoneuroses he found amenor- 
rhea and other irregularities to be fairly common, 
particularly in those cases characterized by intense 
and painful emotional reactions, that is, the anxiety 
states. He noticed in all cases a_ particular 
psychology of menstruation with irritability, 
anergia and an urge to clean up and tidy things. 
The patients tried to forget the process and disliked 
any reference to it. The discussion which followed 
the reading of his paper showed that other 
psychiatrists did not agree that the menstrual 
irregularities of his patients differed from those of 
normal individuals and at most represented only 
an accompanying physical disability. This is in 
keeping with our own findings, for a very small 
percentage of depressives, actually less than 1%, 
complained of any menstrual irregularity, and the 
same applies to all other states exclusive of the 
hysterics. 

Another observer, Healy,“ considered that there 
was an increase of depression in 168% and of 
excitement in 49% of patients during menstruation. 
In the psychoses he found amenorrhea in one case 
in seven and dysmenorrhea in one in five. He 
believed that in epileptics fits occur during the pre- 
menstrual period and that their onset frequently 
coincides with the menarche and their cessation 
with the menopause. In one case somewhat heroic 
measures were adopted and a hysterectomy with 
double oophorectomy was performed with reputed 
cure. It is not suggested that this severe treatment 
should be universally adopted, for surely we have 
too many women deficient in ovarian hormones at 





782 


THE MEDICAL JOURNAL OF AUSTRALIA. 


December 15, 1934. 





present, to judge by their militancy and masculinity, 
without making epileptic additions to their ranks. 


We now come to the question of the development 
of the sexual instinct. It is unnecessary to discuss 
this in any detail. Mention may be made, however, 
of the theories of Freud and his disciples. These 
enthusiasts go into a wealth of detail about infantile 
sexuality and the dangers associated with its mis- 
direction. There is something to be said for their 
ideas and a great deal against them. The normal 
person develops a normal interest in the opposite 
sex during adolescence, and if this interest is absent 
one may suspect some irregularity. In the case of 
the hysteric there may be such self-interest and 
narcissism that there is no awakening of the 
ordinary hetero-sexual attitude or it may be unduly 
delayed. The inclination of the psychoneurotic girl 
to depend over much on the mother also plays a 
part in this. If girls of this type marry, they are 
not uncommonly frigid. The most marked 
departure from the normal, however, is found in 
the case of schizophrenia. These people rarely 
marry, and if they do, they frequently fail to 
make a successful adjustment or to reproduce. 
So noticeable was this that Mott carried out 
pathological examinations of the testes in a large 
number of cases and claimed to have found evidence 
of regressive atrophy. He later continued the work, 
commenced by Laura Forster, in the study of the 
ovaries in 100 cases of schizophrenia. He stated 
that fatty degeneration changes of the germinal 
vesicle were present in many instances with death 
of the ovum, failure of the primordial follicles to 
maturate, degeneration of the nucleus and replace- 
ment by ingrowth of stroma. On the basis of these 
researches Mott formulated the hypothesis that 
schizophrenia is the expression of an inherent lack 
of vitality in the fertile ovum, which manifests 
itself in a progressive failure of nuclear prolifera- 
tion in the reproductive organs and in a lack of 
durability in the cortical cells. Unfortunately for 
his theories, schizophrenics do not die young, and 
the changes found may well be those accompanying 
age or intercurrent disease. Miss Morse“®) has 
criticized his findings and states that she has found 
similar changes in patients who had died from 
cachexia and tuberculosis. Kraepelin,®’ who made 
a close study of schizophrenia before the above 
findings were recorded, recognized the abnormal 
sexual condition in these patients. He stated that 
“frequently a lively sexual excitement exists, which 
makes itself known in regardless onanism, debauches 
and tormenting ideas of sexual influence and... 
it is worthy of mention that often the outbreak of 
dementia precoz is brought into causal relationship 
with the abandonment or failure of a plan of 
marriage”. He expressed the view that there might 
exist some other more or less distant connexion 
between dementia precor and the processes of the 
sexual organs. He qualifies his statement, however, 
by pointing out that convincing proofs are by no 
means forthcoming, as increase of sexual excite- 
ment is found in all possible forms of insanity. 





Allen (loco citato) has noticed in female schizo- 
phrenics certain obvious sexual abnormalities. In 
nearly 50% he found underdevelopment of the 
sexual organs or secondary sex characters, 20% had 
a masculine distribution of pubic hair, and 30% 
had excessive hair on other parts of the body. He 
considered that they were, in the main, narcissistic 
and homosexual, for, although 40% were married, 
half had no children, and one only had as many 
as two. Devine ® supports this view and records 
cases with anomalies of the secondary sexual 
characteristics, such as disposition of hair and fat, 
bodily proportions et cetera, and mentions the 
extreme frequency with which hypoplasia of the 
genitalia occurs. 

Abnormal pelvic conditions and post-operative 
neuroses, occurring during this period, will be 
discussed later under a separate heading. 


The Reproductive Period. 


The reproductive period is the time during which 
the greatest strains are thrown on the female 
organism, but once again it must be stressed that 
the average woman will pass through these parlous 
times, undismayed and maintaining her mental 
equilibrium. 

Pregnancy.—Pregnancy is the most common 
etiological factor amongst the gynecological con- 
ditions in hysteria. It was present in fourteen 
cases in our series, and in six others it was given 
as a causal factor also. No great importance can 
be attached to this, for it is a common occurrence 
for many women to approach their confinements 
with fear. The widespread knowledge of the 
maternal and morbidity rates must have done much 
to accentuate this fear. In the case of the hysteric 
this becomes practically a panic and may as a result 
precipitate all sorts of neurotic manifestations. 
Bamford“) made a study of cases over a period 
of fifty years with which pregnancy was associated, 
and he was of the opinion that the prognosis was 
not good, although the case of a fully fledged 
psychosis is comparatively rare. These cases form 
the smallest group of psychoses associated with 
reproduction, constituting less than 10%. The 
following wtiological factors were present: 
illegitimacy in 16%, associated disease in 25%, 
unemployment, privation, bereavement and domestic 
infelicity. The condition usually appeared in mid- 
gestation, that is, the second half of pregnancy is 
the danger period. With few exceptions the 
puerperium was normal. In 60% there was some 
associated mental disability or predisposition mani- 
fest before pregnancy. Of a total of 97 patients, 
59 did not recover. The cases in which recovery 
occurred were of three types, confusion, depression 
and excitement. For a time after delivery there 
was an acute exacerbation, but improvement set in 
after the second month. Pregnancy was not 
terminated in any instance. This bears out our con- 
tention that it is not pregnancy of itself that is 
the principal factor, but the underlying constitution 
of the patient. Frumkes"* holds this opinion also 
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and states that “mental disorders that follow preg- 
nancy and childbirth are not specific entities and 
should be classified like other mental disorders”. 

The proportion of depressive states in which 
pregnancy was present or was considered to have 
played a part in the development of the psychosis 
in the cases collected from our records is so small 
as to be negligible. 

It may be of interest to refer briefly to a case of 
hysteria in which pregnancy played a rather greater 
part than usual, but there were other influences at 
work to make this so. 

T.B., aged nineteen years, was admitted to hospital in a 
rather emotional state, with a history of persistent 
neurotic vomiting and seizures of an obviously functional 
nature. She dated the onset of her “fits” from a preg- 
nancy, three years previously, which was the result of an 
incestuous relationship between her father and herself. 
She exhibited a great deal of shame regarding this and 
insisted that it was done under threat of death. A man 
had come into her life and wanted to marry her, and with 
this her vomiting commenced. She was unwilling to tell 
him who was the father of the child and suffered a great 
deal of anxiety in consequence. 

Obviously in this case the vomiting represented a 
physical expression of a psychical disgust for her 
unfortunate history. This is one instance in which 
the pregnancy can be held directly responsible for 
the patient’s condition, as the other neurotic 
symptoms developed during its course. 


The Puerperium.—In the puerperium we have an 
added factor, the toxic one, in many cases. The 
exhaustion after labour is often extreme and affords 
an opportunity for introspection and self-commisera- 
tion, of which the neurotic is only too glad to avail 
herself. The physical element is well illustrated in 
the reported cases of Parfitt.“*) He investigated 
fourteen patients, of whom eleven suffering from 
puerperal psychoses were admitted to hospital 
within three weeks of labour, and the other three 
were suffering from psychoses of pregnancy. 
Thirteen had albuminuria; in six it was consider- 
able in amount, and in three of these it persisted 
during the stay in hospital. Two patients died 
from puerperal sepsis and subinvolution was present 
in eight of the remaining twelve. Vaccine therapy 
was unsuccessful. The types were: schizophrenia 
six cases, manic-depressives five, depressive one, 
toxic confusional one, and stupor one. The illness 
of the schizophrenics ran a longer course than that 
of the manic-depressives. 

The commonest mental state which is likely to 
arise during this period is a depressive one, and 
puerperal melancholia was a term applied to this 
condition by the older writers, who failed to 
appreciate the fact that it did not constitute a 
psychiatric entity, but was merely an expression of 
an ordinary mental disorder. The puerperium was 
present in eighteen (4%) of our depressive states 
and was regarded as the precipitating cause in 
twenty-six (6%). In the other conditions it was 
not present in sufficient numbers to be regarded as 
of any etiological significance. It must be borne 
in mind that many women who date their invalidism 
from the puerperium do so as a defence against 





further pregnancies, This applies particularly to 
the neurotic, who is only too glad to find an excuse 
to avoid anything which may cause her discomfort. 


Lactation.—Little need be said about lactation, 
as it imposes very little strain on the woman, and 
the conditions found are more likely to be an after- 
math of the puerperium than due to this state. 
Lactation was found only in ten cases altogether 
in our series and in none was it advanced as a 
cause. 

The principal conditions occurring during the 
reproductive period can then be seen to be hysteria 
in pregnancy and depression in the puerperium. 
Confusional states may also occur during the latter 
and are probably due to the toxic element. 


The Menopause. 


The menopause is a critica! time, not only because 
of the degenerative changes taking place, but also 
on account of the mental attitude adopted by many 
women to the process. At this period a feeling of 
renunciation and loss is often experienced, a fear 
of the loss of sexual desire and physical attractive- 
ness, expressing itself in anxiety and depressive 
states. It is no doubt difficult for anyone to con- 
template with equanimity the end of their active 
sexual life. The commonest mental disorder at this 
time is some form of melancholia, generally self- 
depreciatory or nihilistic in type, which is of the 
nature of a reaction to the failure of function and 
loss of energy and interest. Important factors in 
the climacteric psychoses are the constitutional and 
physical make-up and apprehension of the meno- 
pause. It must be remembered, however, that 
patients tend to hold the menopause responsible for 
a breakdown in which many other influences may 
have played a part. Not uncommonly one gets a 
history of a previous attack earlier in life, and the 
evidence of relatives and friends as to the onset is 
not always reliable, for they are not competent or 
trained observers and the earliest symptoms may 
well have appeared long before the climacteric. 

Other conditions which may arise are outbursts 
of eroticism and masturbation, delusions of preg- 
nancy and of sexual assault. The latter, of course, 
represent an unconscious wish-fulfilment. 

Figures vary as to the age of incidence of mental 
disorder in women, according to Farrar.“*) Some 
authorities state that the age is forty to fifty-five, 
that is, the climacteric period. Farrar finds that 
this conclusion is hardly warranted. He writes: 

The dominant feature of menopausal disorders is 
depression with no distinctive characteristics—it is 
reactive. In the involutional type we have long duration 
and chronicity, frequent agitated and anxiety states and 
self-depreciation. Paranoid states also occur. There is a 
jealousy syndrome with sex delusions, both of persecutory 
and self-accusatory types. 

Similar conclusions have been reached by other 
writers, including Jones and Minogue.“®) Melan- 
cholics 39%, manics 8%, paranoid group 4%, 
alcoholic psychoses 10%, confusion 14%, psycho- 
neurosis 27%, miscellaneous 16% formed the seven 
groups into which they divided the climacteric 
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mental disorders. They found that there was a 
great predominance of these conditions in single 
women. They decided that there is no psychosis 
peculiar to involution. 

The menopause was associated with 12% of our 
cases of depression, while 9% of patients gave it 
as a causal agent. 

When considering the relationship of the meno- 
pause to mental disorder we must bear in mind that 
it occurs during the age period in which depressive 
states commonly occur, namely, forty-five to sixty. 
Kraepelin”® observed that these states are frequent 
at the more advanced ages, and mentioned that 
several authorities noted little difference in the 
numbers in the two sexes. The maximum number 
of cases occurred about the age of fifty. This 
supports the view that age and not function is the 
determining factor. 


Abnormal Pelvic Conditions Associated with Mental 
Disorders. 
Gynecological Symptoms Depending on a Psychological 
Mechanism. 

We now come to the abnormal pelvic conditions 
with which mental disorders may be associated. We 
shall deal first with those gynecological symptoms 
which depend on a psychological mechanism for 
their origin. These are frigidity, dyspareunia and 
pruritus vulve, 

Frigidity—Frigidity, as before mentioned, may 
occur in hysterics and is probably based on their 
incapacity for extroverting their sexual interests, 
because of a tendency to narcissism and auto- 
eroticism. They often marry in the hope of finding 
someone who is prepared to accept a life-time 
position as a sympathizer and a consoler, and are 
doomed to disappointment in the majority of 
instances. They retaliate with frigidity and a 
repugnance for normal sexual life. This reaction 
was present in hysterics in nine of our series, 
representing roughly 4% of the total for this group. 
The onset of this symptom and an attempt to 
compensate for it are well demonstrated in the 
following case. 

I.M.C., aged twenty-seven years, had been suffering from 
“turns” of a functional character for seven years, from 
the birth of her child. She complained of feelings of 
discomfort in the pelvis and rectum, and pains of a wide 
distribution. She had left her husband two years before, 
as he did not understand her. She stated that she was 
frigid and suffered from dyspareunia. Her symptoms had 
led to numerous pelvic examinations and attempts at 
uterine replacement. All told, she had had thirteen general 
anesthetics for gynecological investigation. 


This patient failed to make a normal marital 
adjustment and had a perineal repair after the birth 
of her child. As a result she began to cast about, 
unconsciously, for an excuse to avoid her responsi- 
bility, and her pelvic condition solved the problem. 
Undoubtely the various examinations to which she 
willingly subjected herself also served as an 
aberrant form of gratification. 

Frigidity has been noticed to follow oophorectomy, 
as might be expected, and is sometimes accom- 





panied by a paraphrenic state in which the patient 
has delusions of her husband’s infidelity. 

Dyspareunia.—Dyspareunia may be due _ to 
vaginismus, the result of hysteria or fright, or it 
may be purely psychic, representing the reaction 
from incompatibility, aversion or false shame. In 
the absence of any local condition one may suspect 
the mental origin, especially if it is accompanied 
by other symptoms of a vague nature, such as a 
tired, anxious and depressed state and ill-defined 
aches and pains. It is necessary to discriminate 
between those cases in which the dyspareunia is 
secondary to an emotional state and those in which 
it is the primary cause of an anxious frame of 
mind. Only a close inquiry into the patient’s 
domestic situation will solve this problem in many 
instances, 

Pruritus Vulve.—Pruritus vulve is not a common 
condition from the psychiatrist’s point of view. The 
same applies here as in the previous state, namely, 
that after the exclusion of the organic the psychic 
should be sought for. It may occur in elderly women 
for no apparent cause, and probably represents 
abnormal expression of the sexual instinct. It is 
strange that this should be so, for one may assume 
that by this time the ovaries have atrophied and 
the condition therefore can be only mental. Quite 
frequently in women of sixty and over there is an 
exaggeration of libido, with onanism, sexual 
delusions and an aimless restlessness. In younger 
women it may indicate an emotional complex, 
seeking a physical expression. Cases have been 
quoted in which a patient complained of this 
symptom during a period in which she was trying 
to decide to leave her husband for another man, 
and in which a woman persistently repulsed her 
husband for fear of pregnancy, the previous preg- 
nancy having been difficult, although her inclinations 
were otherwise. Both of these cleared up satisfac- 
torily and rapidly when the situation was explained 
and the problem definitely dealt with. 


Abnormal States followed by Mental Symptoms. 


We now come to the consideration of the abnormal 
states which may bring mental symptoms in their 
train. 


Developmental 


Abnormalities. — Developmental 
abnormalities may be productive of a neurosis, if 


the patient is aware of them. They may be dis- 
covered only by chance, but may serve to throw 
light on the patient’s general condition. An example 
of this is found in the hysteric, who is often of an 
immature type, both mentally and physically. The 
intelligence quotient is frequently below normal, 
bodily development also; and in two of our psycho- 
neurotics an infantile uterus was found on 
examination. One of these two patients had never 
menstruated or been pregnant. In both, it is 
interesting to note, there was domestic infelicity. 
The presence of irregularity in time in 17%, of 
amenorrhea in 16%, and of a scanty flow in 9% 
of our cases supports the belief that a pelvic exam- 
ination would have revealed this condition in several 
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other instances. One paraphrenic had an imper- 
forate hymen with an infantile uterus, and there 
was a long history of marital discord and delusions 
of persecution by the husband. 

Uterine Displacements.—Uterine displacements 
are more likely to result in a state of neurasthenia 
or an anxiety neurosis because of the discomfort, 
backache et cetera which commonly accompany 
them. Particularly is this so if the patients have 
been informed that they have a displaced womb. The 
symptoms of which the woman complains, however, 
are as a rule not referable to the displacement; the 
displacement is simply used by the patient as a peg 
on which to hang her many ailments. Any attempt 
to tell her this will be resented, and it is better to 
assure her that the condition has been attended to 
than to adopt such heroic measures and lose the 
patient’s confidence. 

Pelvic Infection.—If a severe toxemia is present, 
then the psychosis which is likely to arise will be 
a confusional one. This applies equally to puerperal 
sepsis and to a purely focal lesion. Graves” 
studied 139 psychotic female patients in whom 
gynecological disturbances had been suspected. He 
found subacute and chronic non-venereal disease in 
71%. This group included patients with all septic 
conditions of the cervix. Puerperal sepsis he divided 
into two groups, the acute and fulminating, and the 
subacute. The first two mentioned indicated a very 
unfavourable outlook, the last mentioned quite a 
good one. The prognosis in the group with infection 
of the cervix varies according to different authors. 
Some take an unduly optimistic view, and of these 
the most hopeful is Cotton.“* He gave-remarkable 
figures and claimed to have effected 85% of cures. 
These were the result of eradication of foci of sepsis 
in the pelvis and elsewhere. Kopeloff and Kirby® 
were trenchant in their criticism. They reviewed the 
entire group of operation cases showing recovery or 
improvement, and compared the original prognosis 
with the subsequent course. They demonstrated 
that for every patient who recovered, a recovery 
had been forecasted before treatment was started, 
and that no patient recovered to whom a poor 
prognosis had been given. They do not consider that 
it has been shown that focal infection is the 
etiological factor in the functional psychoses. 
Keyes’) was also disappointed in the results of 
elimination of focal sepsis. His cases were those 
in which pelvic disease, sterility, thwarted or 
abnormally active reproductive instincts or incom- 
plete involuntary consummation of marriage have 
been followed by a degree of mental imbalance. 
Pelvic infection was found in five cases and proved 
very resistant, two patients being certified and the 
others showing unsatisfactory results mentally 
because of the chronicity of the condition. 

Many women suffer from some septic focus in the 
pelvis without becoming psychotic, so one may 
assume that some other factor is essential to the 
development of a mental state, and this is probably 
constitutional in nature, indicating an unstable 
mentality which would have given way under the 
effects of any other physical or psychical trauma. 





Glandular Deprivation—Glandular deprivation 
may be due to atrophic or degenerative changes or 
to operative measures. The association between 
oophorectomy, frigidity and delusions of a sexual 
nature has already been mentioned. Apart from 
this, it results in the same symptoms as in cases of 
deprivation from some _ pathological process. 
Campbell") states: 

The influence of double ovariotomy on the libido is 
variable. In half of the patients depression and irritability 
occur and in one-third they’are more cheerful. The mental 
changes after the operation cannot easily be correlated 
with the variation in the hormonic situation, but are also 
determined by the general change in the physical well- 
being of the patient, by the realization of the different 
life situation created by sterilization and by the special 
temperament of the patient. 


Decrease in the activity of the ovaries, however, 
produces a definite syndrome. The characteristic 
features of this are: vaso-dilatation, subjective 
sensation of heat, sweats, tachycardia, increased 
arterial tension, insomnia, asthenia, uncertain 
memory, irritability, hysterical crises, inversion or 
absence of the sexual instinct, anxiety, phobias and 
vertigo. It is often secondary to other glandular 
disturbances. If it results from the natural or 
artificial menopause, then definite symptoms arise 
because of disturbances of metabolism, usually of 
a melancholic type. 

Over-activity or hyperovaria results in precocious 
puberty, if it develops in early life. It is accom- 
panied by abundant menses and excessive sexuality 
with indulgence in self-abuse. This condition may 
persist throughout life and result in immorality. 
It depends on the degree of shamelessness whether a 
definite psychosis is present. 

Pelvic Operations.-Pelvic operations may be 
studied from two aspects: that in which the opera- 
tion has been the result of an error in judgement in 
estimating the value of the symptoms in a patient 
simply suffering from hysteria; and that in which 
the neurosis develops as the result of a_ pelvic 
operation, justifiable or not, as the case may be. In 
the first case it must be remembered that hysteria 
may simulate almost any organic condition. An 
excellent example of this is shown in the following 
history, in which the patient so misled several 
surgeons that eighteen operations were performed 
before it was realized that her state @as functional. 

A.B., aged twenty-nine years, did not menstruate until 
she was seventeen. Her symptoms commenced at the age 
of twenty-one, when she had pains in the head. During 
the next eighteen months she had nine operations on the 
antra and nasal sinuses, needless to say without benefit. 
In the following two years she escaped surgical attention, 
except for an avpendicectomy, which may or may not have 
been necessary. Then there appeared paresis of the upper 
extremities and cyanosis of the hands and forearms. The 
treatment was two cervical ramisections. The sinuses were 
then vigorously attacked once more. She reacted to this 
operative interference with a right-sided hemiplegia; two 
lumbar ramisections were then performed. Being of a very 
obstinate disposition, she persevered with her hysteria and 
produced a ptosis and a paresis of the right arm, which 
was followed by another cervical ramisection. We now 
come to an aspect of interest to gynecologists, for she 


transferred her symptoms to the pelvis, as so frequently 
happens sooner or later in neurotics. She complained of 
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pains in the lower part of the abdomen, radiating in 
various directions and accompanied by a dragging 
sensation. The appropriate treatment was considered to 
be a double salpingectomy, and as no improvement 
resulted, her eighteenth, but probably not her last, opera- 
tion was performed. This was a drainage of the fornices. 
She was admitted to Broughton Hall with a ptosis, 
cephalalgia, paraplegia, abdominal pains, forced vomiting 
and a history of retention of urine. She expressed an 
earnest desire for further operative measures, which will 
no doubt be gratified eventually. She responded very 
satisfactorily to treatment by suggestion, isolation and 
discipline, 

Another instance is that of a young woman, aged 
twenty-six years, who was thrown from a sulky and then 
developed abdominal symptoms. She was informed that 
she had a gastroptosis and she then began to exhibit all 
sorts of “turns” and hysterical manifestations. Her con- 
dition was also accepted at its face value and she was 
subjected to numerous operations, from curettage and 
tubal drainage to cystoscopic examinations, before the 
true nature of her symptoms was appreciated. 

There are, unfortunately, other cases which can 
be quoted, but these should suffice to demonstrate 
to what extent surgeons may be misled by failure 
to recognize the underlying neurosis. 

We now come to the consideration of the after- 
effects of a pelvic operation from the psychiatrist’s 
point of view. Here again it all depends on the 
stability of the patient herself what the reaction 
will be. One woman will go through the most exten- 
sive operation without fear and with a courage 
which must be admired, while another at the 
idea of curettage may become panic-strickeh and 
emotional. 

The effects of oophorectomy have already been 
discussed. The question of the after-effects of 
hysterectomy has given rise to considerable comment 
in The British Medical Journal recently. Some 
writers believed that it was followed by depression, 
loss of energy, fears and feelings of anxiety, but 
the consensus of opinion was against this. The 
symptoms can better be accredited to the resulting 
menopause. We have dealt with the relationship 
between this condition and melancholia already; 
nothing further need be said on the subject. 

Although pelvic operations had been performed in 
a large number of our cases, they were given as a 
direct cause of the breakdown in so few instances 
that they cannot be seriously regarded as an 
etiological factor. 

Two examplés may be given, one in a woman of 
thirty-six, whose hysterical symptoms dated from 
an oophorectomy and the subsequent excess of 
sympathy shown by over-indulgent relatives; and 
the other in a patient of twenty-seven, who suffered 
from amnesia and emotional outbursts after a 
panhysterectomy and double oophorectomy for 
persistent menorrhagia. 


Conclusion. 


In conclusion it must once again be pointed out 
that it is of the utmost importance to take into 
consideration the psychical constitution of the 
patient in determining the value of those pelvic 
symptoms which can only be subjective in nature, 
such as backache, dysmenorrhea, pain in the lower 





part of the abdomen, and other feelings of dis- 
comfort, which are always grossly exaggerated by 
the hysteric. If there should be the slightest doubt 
as to the genuineness of these, it is suggested that a 
psychiatrist should be afforded an opportunity of 
expressing an opinion. 

If the general practitioner and the gynecologist 
could be encouraged to adopt a psychological 
approach to their patients during. pregnancy, 
puerperium, lactation and menopause, there would 
be fewer neurotic women and more grateful 
husbands. If the process through which the patient 
is about to go were explained to her and her fears 
were allayed by a sympathetic attitude, then the 
tendency to an over-reaction would be less and the 
risk of the development of a state of chronic 
invalidism and dependence would be minimized. 


It lies within the power of the medical man whose 
practice is largely a feminine one, to prevent a 
neurosis or even a more serious condition by the 
prophylaxis of understanding, appreciation of 
difficulties, and a capacity to recognize the danger 
signals of faulty adjustment, mental instability and 
lack of emotional balance. He will then be in a 
position to estimate a patient’s ability to cope with 
the situation which confronts her and to advise 
accordingly. It will be woe betide the psychiatrist’s 
practice when this is generally understood, but the 
ill-wind to him will blow good for the patient, and 
that should be his reward. 
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Reports of Cases. 


URETERIC CALCULUS.* 





By F. W. Fay, M.B., B.S. (Melbourne), 


Honorary Surgeon, Hobart General Hospital, 
Tasmania. 





THe case being presented tonight is one of a long- 
standing impacted stone in the right ureter, successfully 
removed by the transperitoneal route. 


Clinical History. 


The patient, a married woman of twenty-eight years, 
had for a long time complained of pain in the neighbour- 
hood of McBurney’s point. (Previously, however, she had 
had her appendix removed. There is no record of the 
condition of the appendix at the time of removal.) The 
pain was not typical of either kidney or ureteral colic 
in that it was not transmitted to the groin or bladder 
and did not cause the usual desire to micturate. It 
resembled more the pain of a right-sided pyelitis. 

The urine was examined for tubercle bacilli by Dr. 
Walch, with a negative result. Urea concentration tests 
were also carried out by Dr. Walch, which proved satis- 
factory kidney function. 

In May, 1932, cystoscopy and lavage of the right kidney 
were attempted. A preliminary injection of indigo-carmine 
was given. Cystoscopy revealed a normal bladder wall. 
The left ureteral orifice was normal and the left kidney 
was functioning normally, as evidenced by the regular 
flow of indigo-carmine stained urine. From the right 
ureteral orifice, however, no flow of urine was detected. 
Several ureteral catheters of varying sizes were passed up 
this ureter, and in each case an impassable obstruction was 
felt about 15-0 to 20-0 centimetres (six to eight inches) 
above the ureteral orifice. 

Subsequently, at Dr. Freeman’s request, Dr. Ronald 
McIntosh took skiagrams which revealed the cause of the 
ureteral obstruction. A large impacted ureteral calculus 
was located in the ureter just above where it crosses the 
brim of the true pelvis. 

Dr. McIntosh reported as follows: 

Films of urinary system show an irregular calcareous 
shadow about half an inch in diameter and three- 
quarters of an inch long, lying longitudinally in the 
line of the right ureter, just clear of the right upper 
limit of the sacrum. This shadow has a bullet-shaped 
head pointing caudally. 

A careful comparison of the present films with those 
taken in June, 1932, allowing for position of tube focus, 
indicate that the shadow has moved downwards in the 
interval a distance of one and a quarter to one and a 
half inches. 

The position and shape of the calcareous shadow 
and the definite fact of movement in relation to the 
fixed levels of the vertebre definitely justify the con- 
clusion that the shadow is a right ureteral calculus 
situated at the level where the right ureter crosses the 
upper right lateral process of the sacrum. 


Cystoscopy having revealed apparent dysfunction of the 
right kidney, but good function of the left, and X rays 
having revealed the cause of this dysfunction, it was 
resolved to remove the calculus. 

The purport of this paper is to discuss the rationale of 
the procedure adopted and the method employed. 

As to the mode of attack, the decision depended upon: 
(i) the condition of the patient, (ii) the situation of the 
stone, (iii) the relative difficulties, shock et cetera of 
different types of operations. 

Roughly there are four operative methods of attack on 
ureteral calculi: (i) by the lumbar route, when the calculus 
is high in the ureter near the pelvis of the kidney; (ii) by 





1 Read at a meeting of the Tasmanian Branch of the British 
Medical Association on July 10, 1934. 





the operating cystoscope when the calculus is low in the 
ureter near the bladder; (iii) by the extraperitoneal route; 
(iv) by the transperitoneal route. 

Methods (i) and (ii) were eliminated. Obviously the 
calculus was situated too low for a satisfactory lumbar 
attack and too high to be reached by instrumentation 
through the cystoscope. The large size of the calculus 
obviously suggested that it was tightly impacted in an 
over-stretched ureter or that it was in a saccule. 

It was considered that the difficulties, trauma and pos- 
sibility of not finding the calculus would be all much 
greater if the extraperitoneal route were chosen. 
Consequently the transperitoneal attack was decided upon. 
Anatomically to locate the calculus, X ray examination 
showed it just clear of the right upper limit of the sacrum. 
In this situation the ureter passes in front of either the 
common or external iliac vessels. 

Operation was performed in November, 1933. A right 
rectus incision was made, the middle of the incision being 
as nearly as possible over the estimated position of the 
calculus. The patient was then put into a high 
Trendelenburg position. 

The inferior point of the insertion of the mesentery was 
then located and the calculus was felt about 3-1 centimetres 
(one and a quarter inches) to the right and slightly above 
this point. The area was well packed off. An elliptical 
incision was then made through the peritoneum, over the 
ureter and periureteral fat. The flap thus formed was 
turned back and the ureter exposed. The ureter was then 
incised longitudinally and the calculus removed. At this 
stage a considerable amount of pus exuded from the cut 
ureter into the floor of the wound. This was mopped up 
as expeditiously and completely as possible, not, however, 
before contact soiling of the peritoneum had occurred. 

A ureteral catheter was then passed through the opening 
in the ureter upwards to the kidney, and another one 
similarly downwards to the bladder. No further occlusions 
being detected, the area was cleaned with acriflavine 
(1 in 2,000) and the incised ureter was repaired with 
chromicized catgut (number 0) in an atraumatic needle. 
The whole area was then again cleaned and swabbed with 
acriflavine (1 in 2,000) and clean packs were inserted. 

The blunt point of a Cleveland ligature carrier was 
then inserted through the incised peritoneum immediately 
adjacent to the repaired ureter and made to traverse extra- 
peritoneally the lateral abdominal wall until the tip could 
be felt in the flank. 

A small incision was then made in the flank, over the 
tip of the ligature carrier. The tip of the ligature carrier 
was pushed through the skin, opened, and made to grasp 
a small rubber tube, which it then drew back with it 
along the extraperitoneal track to the repaired ureter. 
This tube was made to fit snugly alongside the ureter, the 
distal end being sutured to the skin. The incised peri- 
toneum was now carefully closed over the ureter and the 
abdominal wall was closed in the usual way. 

The operation was done transperitoneally, but the 
drainage was extraperitoneal. The patient made an 
uninterrupted recovery. 

The subsequent pictures, taken with the use of 
“Uroselectan”, show excellent function of the left kidney, 
but complete absence of right kidney function. 


Dr. Ronald McIntosh reports as follows: 

Film 1 is a preliminary film to check for clarity of 
fields. 

Film 2, taken five minutes after intravenous injec- 
tion of “Tenebryl” (20 cubic centimetres of a 35% 
solution), shows slight concentration outline of the 
pelvis of the left kidney and the middle part of the 
left ureter. The right side is normal. 

Film 3, taken fifteen minutes after injection, shows 
on the left side the whole of the left renal pelvis and 
upper part of the left ureter outlined. The right side 
is normal. 

Films 4 and 5, taken thirty-five to forty minutes 
after injection, show the same results as Film 3. 

The above results show a visualization of the left 
pelvis and ureter well within normal time period, 
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with no evidence of abnormality, and a complete 
failure to obtain any outline on the right side. 

The interpretations usually accepted are: (i) The 
visualization of the pelvis and ureter within normal 
time period can be regarded as a positive indication 
of normal renal function, but, of course, there may be 
irregularities as regards outlines. (ii) Failure of 
renal visualization can signify: (a) complete failure 
of function of permanent nature; (b) failure of 
function below the threshold of visualization, that is, 
marked but subtotal dysfunction; (c) spasm as a 
result of obstruction to outflow, but this reflex 
inhibition of renal function is usually associated with 
acute obstruction. 

The history in this case would suggest that there is 
a marked dysfunction of the right kidney below the 
level of visualization, that is, marked right renal 
inefficiency not due to spasm, and there is no evidence 
to exclude the possibility of complete functional 
failure. 


Comment. 

Alternatively, instrumentation, passage of bougies, 
dilators et cetera might have been tried, but it was con- 
sidered that the calculus was too large to pass down even 
a dilated ureter. 

In deciding on the operation to be performed, one is 
influenced by the fact that a kidney damaged by back 
pressure from an impacted ureteral calculus may resume 
its function after removal of the calculus if the other 
kidney is insufficient for any reason, but if the other 
kidney is perfectly normal and healthy the damaged kidney 
will probably not regain its function after operation. 
Hence the post-operative “Uroselectan” pictures are exactly 
what one would expect. 

Jacobson, in the “Operations of Surgery”, states: 

In no case is it wise or safe to remove a -calculus 
from the ureter through the peritoneum, for, however 
carefully the latter may be protected from soiling with 
urine during the operation, and however carefully and 
skilfully the surgeon may attempt to close the incision 
in the diseasea ureter, it is the rule for the urine, 
which is usually septic in these cases, to leak at the 
line of suture. 
drainage of the neighbourhood of the sutures is 
essential to guard against probable urinary extra- 
vasation. Such drainage cannot be safely established 
across the peritoneum, and when the peritoneum 
covering the ureter is sewn up, extravasation may still 
occur into the undrained extraperitoneal tissues and 
set up pelvic cellulitis. 

These remarks are made with full knowledge that 
the transperitoneal method has been entirely success- 
ful in a few cases. 


Jacobson, however, makes no mention of extraperitoneal 
drainage. It is suggested that with the adoption of a 
simple type of extraperitoneal drainage, such as is 
described above, transperitoneal removal of ureteral 
calculi may be undertaken with a greater degree of safety 
than in the past. 


- 
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Reviews. 


MASSAGE AND EXERCISES. 


THE appearance of the second edition of Miss Tidy’s 
book, “Massage and Remedial Exercises”, within eighteen 
months of the appearance of the first shows that it has 
been received with approval. In the main it follows 
closely its predecessor with the exception of some minor 
alterations and additions. The article on the treatment of 





1“Massage and Remedial Exercises in Medical and Surgical 
Conditions”, by N. M. Tidy; Second Edition; 1934. Bristol: 
John Wright and Sons, mited. Demy 8vo., pp. 442, with 
illustrations. Price: 15s. net. 


Therefore it is an accepted rule that - 





flat-foot has been amplified and some additional exercises 
suggested. It will be found excellent for reference by 
students and practitioners of massage, as there is a 
systematic description of the conditions which are suitable 
for physical methods of treatment, with a concise account 
of xtiology and symptoms. 

Remedial exercises are particularly well described with 
plentiful illustrations. Space is not wasted by tedious 
repetitions of massage movements, and electrical methods 
are simply referred to in their place in the general plan of 
treatment. The author has wisely resisted temptation to 
expand the volume, which remains about’ the same 
convenient size as the original. 





A MANUAL OF PATHOLOGY. 


To review “Green’s Manual of Pathology”, which had 
been a constant companion for many a month and which 
brings back visions of midnight oil and ink underlining, 
is like attempting to review the Bible. And the further 
parallel may be drawn that one feels mentally the richer 
for having re-read it. Perusal of this book supplies the 
answer to many clinical problems; it has a livelier interest 
when diseases are bedside dilemmas than when they are 
mere names. 

Although Green’s manual, now in its fifteenth edition, 
is intended primarily for students, there is much mental 
(and perhaps economic) profit therein for the “back- 
bone of the profession”. One of the most delightful 
features of the book is its profuse illustrations, which 
make it almost an atlas of pathology. There is an illus- 
tration, usually a microphotograph, on every second page 
of its nine hundred odd pages. 

If we might criticize such a traditional mentor, we 
would express disappointment at two features. First, the 
spelling of the word vitamine (sic), because such is based 
on an ertoneous chemical concept; and, secondly, the 
absence of any recognition of the new bacteriological 
nomenclature and classification. We would have thought 
that the valuable efforts of our American confréres to 
reduce the bacteriological chaos to some semblance of 
order might have received recognition in such a book. We 
fear that the student who uses this manual will have to 
learn two sets of names for his “bugs”. 





CARDIOLOGY FOR THE GENERAL PRACTITIONER. 


“ViraL CaArRbDIOLOGY”’, by Bruce Williamson, is a treatise 
dealing with clinical pA ral Dr. Williamson confines 
his remarks chiefly to those factors which govern the 
cardiac output, rate and force. He endeavours to recognize 
early changes in function, and suggests that by dealing 
with such changes before the onset of organic cellular 
degeneration much premature destruction may be obviated. 
Because of the heart’s ready response to calls made upon 
it, regardless of its own needs, he considers intelligent 
cooperation of the patient to prevent uneconomic cardiac 
activity the keystone of treatment in early cardiac disease. 

A study is made of rate and force in relation to various 
types of cardiac disease. The symptoms of cardiac failure 
are described and the usual treatment is prescribed. One 
will look in vain for any outstanding departure in 
treatment or any new knowledge on the subject of 
cardiology. Dr. Williamson regards rather scornfully the 
electrocardiograph and other mechanical diagnostic aids. 

This is certainly not a treatise for the cardiac specialist, 
but may be of interest to a general practitioner wishing to 
read something on cardiology. 





1“Green’s Manual of Pathology”, Fifteenth Edition, revised 
and enlarged by H. W. C. Vines, M.A., M.D.; 1934 London : 
Bailliére, Tindall and Cox. Super royal 8vo., pp. 940, with 
eight coloured plates and 425 illustrations. Price: 25s. net, 

2 “Vital Cardiology : A New Outlook on the Prevention of 
Heart Failure”, by B. Williamson, M.D., M.R.C.P.; 1934. 
ee E. and S. Livingstone. Royal 8vo., pp. 552. Price: 
15s. net. ., 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked, In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 





_CLINICAL SCIENCE. 





MEDICAL PRACTITIONERS may be divided into two 
groups. In one will be found those who are content 
to use knowledge as it comes to them from others. 
They may be slothful or they may be quite busy 
people, they may even pride themselves that they 
have receptive minds, ready to receive new ideas 
and put them into practice; but they do not ask 
themselves why. The second group consists of 
those who want to know the reason of everything 
and, not being content, they will try to find out why. 
It is by this group that medical science is advanced. 
Many of this group confine their activities to 
reading, clinical observation, study of post mortem 
specimens and so on; but there are a certain 
number who go further and use the experimental 
method. Few living clinicians have done more for 
clinical medicine than Sir Thomas Lewis. He has 
thrown light on many subjects, particularly in 
cardiology and vascular diseases; and, as head of 
the Department of Clinical Research at University 
College, London, has influenced others to*search in 
the dark places of medicine. In the hope “of 
encouraging some young men, whom curiosity 


impels, to contemplate clinical science as a fruitful 
and interesting life work”, he has published a book 
that he has called “Clinical Science”.1 The need 
for devotion to clinical science is so great that 
special attention should be drawn to this book. 

Sir Thomas Lewis points out that in many 
directions physiology and animal pathology are 
fundamental to human pathology; and that clinical 
science, which includes human pathology, is funda- 
mental to the proper pursuit of the healing arts. 
Because of its immediate and constant bearing 
upon the health of the people, clinical science is 
what he calls the most responsible of the medical 
sciences and has direct powers of which its 
auxiliaries can very rarely be possessed. In 
describing the objects of clinical science, Sir Thomas 
Lewis shows that its devotees seek, by observation 
and otherwise, to discriminate between diseases as 
they occur in man; they attempt to understand these 
diseases and their manifestations; they seek the 
cause of disease and study its natural history; they 
attempt to cure or to prevent disease; when they 
cannot effect a cure, they endeavour to alleviate 
suffering. The man devoted to what Sir Thomas 
Lewis calls clinical science is not exclusively either 
a research worker or a clinician. He may, and 
sometimes should, undertake both réles. If in 
studying human patients a clinician sees oppor- 
tunities for putting questions to the test of animal 
experimentation, he should himself engage in this 
work. Everyone will agree that no attempt should 
be made to divide medical research into ward 
research and laboratory research; everyone will 
also agree that it is an error to believe that there 
is in thesé two any essential difference in general 
method, however different may be the technique. Sir 
Thomas Lewis sees in devotion to clinical science a 
source of inspiration in general research. The 
worker in clinical science, he states, is much more 
aware of its needs than the worker in an allied 
science can be; the information that he can gain 
could probably not be obtained by anyone else. At 
the same time he would not have the worker in 
clinical science stray too often into the by-paths of 








*“Clinical Science Illustrated by Personal Experiences”, by 
Sir Thomas Lewis, C.B.E., F.R.S., M.D., D.Sc., LL.D., F.R. GP.; 
1934. London: aw and Sons. Royal 8Vo., pp. 197, with 
illustrations. Price: 12s. net. 
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animal physiology, pharmacology and _ general 
pathology, for there are many to study these sciences 
and few who are devoted to the study of disease in 
man. Sir Thomas Lewis supports his arguments 
by devoting the greater part of his book to brief 
descriptions of a series of researches that have been 
inspired by contact with patients. They deal with 
such subjects as auricular fibrillation, auricular 
flutter, the capillary circulation, muscular pain in 
intermittent claudication, anginal pain, subacute 
bacterial endocarditis, Raynaud’s disease, and so on. 

The case put forward by Sir Thomas Lewis 
carries conviction. The perfect clinical scientist 
would probably have to be a man who was freed 
from the turmoil of general practice and from 
bothering about collecting fees from patients. He 
would preferably be a whole-time medical officer in 
a hospital, if possible a teaching hospital. Men 
engaged in clinical science, as Sir Thomas Lewis 
visualizes it, will thus be relatively few. But a 
great deal may be done even by those in busy 
general practice. Ability to fulfil the requirements 
of clinical science are dependent on a certain 
attitude of mind—a determination to know “why”. 
Some have this attitude as a natural attribute. 
Others may acquire it by spending a short period 
in practical work in a laboratory or research 
institute. Osler wrote: 


To the physician particularly a scientific discipline is 
an incalculable gift, which leavens his whole life, giving 
exactness to habits of thought and tempering the mind 
with that judicious faculty of distrust which can alone, 
amid the uncertainties of practice, make him wise unto 
salvation. 


If a medical practitioner always tries to under- 
stand the difficulties that he encounters in his every- 
day life, he may unconsciously stumble across 
something that no one else has found and, following 
it up, he may add something to the fabric of medical 
In this matter we can do no better than 
the words of the late T. Brailsford 


science, 
close with 
Robertson : 


I would urge all students of science ... to concern 
themselves not overmuch with success, or their possession 
or non-possession of those abilities which most readily 
gain recognition. Rather I would have them endeavour 
diligently to expend all their capabilities upon the task 
in hand and the betterment of its performance ... . Let 
not deficiency of resources or isolation dismay you, but, 





on the contrary, let this aphorism embody your guiding 
principle, to “do the best you can with what you have 
where you are”. Then, indeed, you cannot fail in some 
measure to advance the world, whether success, as the 
world counts success, be granted you or denied you. 


<i 
=<» 





Current Comment. 


FILARIAL PERIODICITY. 


Tue adult female Filaria bancrofti was discovered 
in a lymphatic abscess in 1876 by Joseph Bancroft, 
of Brisbane, and named in his honour by Cobbold. 
The embryo had been previously known under the 
term of Filaria sanguinis hominis. Sir Patrick 
Manson, in 1879, discovered the life history of 
Filaria bancrofti in Culex mosquitoes. The deter- 
mination of embryos to the cutaneous circulation 
during the night hours was considered to facilitate 
their further development in the bodies of night- 
biting mosquitoes. But this certainly cannot be the 
whole explanation. If the human patient reverses 
his habits so that he sleeps by day and uses the 
hours of darkness for his activities, the periodicity 
of the embryos in the cutaneous circulation is 
reversed. But W. Yorke and B. Blacklock, investi- 
gating Filaria nocturna, found that reversing the 
hours of sleep only gradualiy altered the time of 
greatest incidence of embryos in the cutaneous 
circulation. These observers also concluded that in 
chyluria the number of larve in the urine was deter- 
mined by the quantity of blood present and that 
the same periodicity existed as in the blood. Other 
observers found that in Loa loa infection reversal 
of the sleeping habits of the patient did not alter 
the diurnal periodicity of the embryos in the peri- 
pheral blood. K. M. Lynch considered that, by 
employing nitroglycerin, epinephrin and pituitary 
extract, he found support for the theory that the 
daily periodicity of embryos in the blood was due 
to varying tone of the minute vessels affecting the 
numbers passing through them. F. G. Rose in 1920 
propounded an ingenious theory that the sheath of 
the embryo might vibrate and become detached from 
its resting place in the lungs in response to the pitch 
of the fundamental note produced by the Culex or 
Stegomyia mosquito in which it develops. This 
speculation does not seem to have been accepted. 

G. C. Low, P. H. Manson-Bahr and A. H. Walters 
have done a great deal of work in elucidating the 
life history of filariz. They have a recent contribu- 
tion on the subject of filarial periodicity.! They 
report a case of heavy infection with Filaria 
bancrofti embryos in the blood. The patient, 
an Indian lascar, displayed normal nocturnal 
periodicity. The peaks of the waves were in the 
beginning at 2 a.m., but later were at midnight, 
possibly because the patient fell asleep earlier, 
giving aif impetus to earlier influx of embryos. 
Attempts were made to alter the periodicity of the 





1The Lancet, Septemben, 8, 1934. 
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embryos by reversing the habits of the patient. 
Low and his colleagues consider it most likely that 
the same numbers of embryos are always cast into 
the blood stream every twenty-four hours, no matter 
what variation of sleeping habits is made. The 
evidence pointed to daily migration and reappear- 
ance of the same undamaged embryos rather than 
to regular death and exact numerical parturition 
of embryos by the adult worms. It is most unlikely 
that the female Filaria bancrofti should give an 
even yield of embryos in adverse circumstances. 
The investigations of Low and his colleagues showed 
that the phenomenon of periodicity depends in some 
way on the habits of the human host and that 
the term “reversed periodicity” in all probability 
does not accurately interpret that phenomenon. 
“Irregular periodicity” would be more apt. The 
type of irregular curve shown in certain of the 
investigations resembles that obtained in the non- 
periodic Fijian filaria. The minimum number of 
embryos in the circulation, both in normal and 
reversed life, occurs about 6 p.m., but no explana- 
tion is advanced for such fact. Clayton Lane, 
referring to the periodicity of Filaria bancrofti, 
states that either there exists in the circulation a 
fixed or almost fixed filarial population sheltering 
in internal organs by day and reaching the 
cutaneous circulation only at night, or parturition 
is so timed that microfilariz enter the blood stream 
only at night. The latter conjecture implies simul- 
taneous cyclical parturition (using the term loosely} 
and daily death of the cyclical brood. Sir Patrick 
Manson, over fifty years ago, supported the first 
explanation. In dogs infected with Dirofilaria 
immitis he found that embryos were never absent 
from the peripheral blood, but were most numerous 
in the evening and night and were most scanty in 
the early morning. The dog was destroyed at 6 a.m. 
by prussic acid. Manson concluded that the 
embryos did not die after an existence of less than 
one day, but that they periodically rested in the 
minutest branches of the pulmonary artery. In 
1897 Manson performed an autopsy on a man 
infected with Filaria bancrofti, who died from 
prussie acid poisoning at 8.30 a.m., and found that 
the larger blood vessels of the thorax and blood 
vessels of the lung contained enormous numbers of 
embryos. Low has described a case in which death 
occurred at 10 a.m. and in which embryos were 
found only in the lungs. Lane believes that the 
embryos accumulate in such situations only at or 
after death. But Low considers that the large dose 
of hydrocyanic acid causing death in the man and 
dog must have immobilized the embryos. Even if 
the embryos escaped poisoning, how could they, 
enclosed in a sheath, find their way from the peri- 
phery into the large vessels of the thorax and lungs 
after circulation of blood and lymph had ceased? 
In spite of Lane’s contrary belief, the embryos can 
hold their position in the powerful current of the 
large vessels. Observations on a Barbados black- 
bird and other investigations indicate a special 
selection site in the thoracic organs, especially the 
lungs, and suggest that the embryos do hold their 





own against the currents of blood in the heart and 
large vessels. Manson’s observations on the filarie 
of the Chinese black-necked grackle suggest that the 
embryos have an oval spicule and surrounding 
papilla by which they adhere to the vessel walls. 
Probably human embryos do the same. Embryos 
of Filaria bancrofti can thus adhere to a coverslip 
and to clumps of red corpuscles. There is no violent 
current in the lung capillaries, and embryos could 
easily maintain their position there, where they 
perhaps get freshly oxygenated blood. The unsolved 
problem is what urges them to seek the peripheral 
blood at night; similarly, what is the factor making 
the diurnal embryos of Loa loa retire from the peri- 
pheral blood at night to some place inside the body? 
As regards Filaria bancrofti, systematic counts 
made over long periods show that the nightly 
number of embryos varies very little. This Low con- 
siders to indicate that a more or less constant 
stream of embryos emerges from adult uteri with 
corresponding destruction. He considers that filarial 
periodicity is best explained by parturition going 
on more or less continually, the young being nearly 
constantly carried along the lymphatics and thoracic 
duct to the blood, while the excess that would in 
time occur is checked and the numbers are kept 
constant by a mortality amongst the older and more 
effete embryos. 

Filaria bancrofti is of considerable importance in 
Queensland. In that State other species of filarie 
are fairly common in reptiles, birds and some mar- 
supials, the last mentioned harbouring Filaria 
websteri. There is a wide field for research into 
the life history of filaria, with the problem of 
periodicity not yet solved. 





PSITTACOSIS IN AUSTRALIA. 





In last week’s issue there appeared an article by 
Dr. F. M. Burnet on psittacosis in Australian 
parrots. This article is of the greatest importance 
to Australian practitioners. Dr. J. H. L. Cumpston, 
Director-General of Health of the Commonwealth, 
has forwarded a statement in which he appeals to 
medical practitioners to give careful consideration 
to the possibility of the occurrence of this disease, . 
especially if there is any tendency to a household 
or family epidemic where parrots are kept. It 
should be noted that while there are no symptoms 
that may be regarded as pathognomonic, observers 
have noted as a more or less common factor an 
atypical pneumonia or bronchopneumonia. When- 
ever such clinical appearances are manifest, con- 
sideration should be given to the conditions under 
which the disease has been contracted. In an 
endeavour to make a full epidemiological survey, 
the Commonwealth Department of Health is 
desirous of obtaining all information possible and 
will appreciate reports from medical practitioners, 
veterinarians or aviculturists of any sickness in 
man or birds which may throw light on the matter. 
Communications should be addressed to the 
Director-General of Health, Canberra, or to the 
Chief Quarantine Officers in any of the States. 
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Abstracts from Current 
Wedical Literature. 


GYNASCOLOGY. 


Cancer of the Cervical Stump. 

E. von Grarr (American Journal of 
Obstetrics and Gynecology, July, 1934) 
reviews the literature and gives his 
impressions on the prevalence of 
cancer in the cervical stump. In 4,269 
cases of cervical cancer, cancer of the 
stump occurred 176 times, or in 41% 
of cases. In respect to parity, the 
history of 300 patients showed that 
22% of them had never been pregnant. 
The etiology is obscure; whether the 
blood supply of the stump or some 
other endocrine factor plays a part 
is not determined. The author believes 
that in view of the possibility of 
stump cancer following subtotal hys- 
terectomy the removal or destruction 
of the cervical mucosa is not enough, 
be the method by carbolization or the 
most elaborate excision as far out as 
the muscle wall, recommended by 
Worrall, because 80% of all cancers 
of the cervix start from the squamous 
cells of the vaginal surface of the 
cervix. 


The Results of Hysterectomy. 


C. H. G. Macaree (The Journal of 
Obstetrics and Gynecology of the 
British Empire, June, 1934) has made 
a critical study of the results of 122 
consecutive hysterectomies in his own 
practice and at the Ulster and Royal 
Victoria Hospitals. He has excluded 
Wertheim’s hysterectomy and hysterec- 
tomy performed for obstetrical emer- 
gencies. He has followed up 110 of 
these patients who have been operated 
on for some considerable time. The 
operation was performed for fibroid 
tumours, either alone or complicated 
by other tumours, in 69% of the casés, 
while malignant tumours formed 11-4% 
of the series. Endometrioma alone or 
complicated by fibroids occurred in 
10-6%. The main symptoms in 67-:9% 
was abnormal bleeding. Pain was the 
main symptom in 13%. The author 
points out that the main symptom 
depended on the situation of the 
tumour. When pain was the main 
symptom the tumour was either sub- 
serous, pedunculated or had under- 
gone degeneration. Hemorrhage was 
the main symptom when the tumour 
was encroaching on the endometrium. 
The type of operation performed has 
been total hysterectomy in 62% and 
subtotal hysterectomy in 37%. The 
author discusses the indications for 
and against subtotal hysterectomy and 
is strongly in favour of total hysterec- 
tomy in nearly all cases. The author's 
mortality rate was two deaths in 122 
cases, or 16%. One of these patients 
died from pulmonary embolus fol- 
lowing subtotal hysterectomy and the 
other died from shock, many complica- 
tions being present in the pelvis. In 
only seven cases of the series were 
there severe post-operative complica- 





tions. These were: one case of acute 
gastric dilatation, one of secondary 
hemorrhage from the vaginal vault, 
one abscess in the vaginal vault, one 
abscess in the rectal sheath, one septic 
rash, and those occurring in the 
patients who died. The average age 
in the whole series of cases was forty- 
five and a half years. The author dis- 
cusses at length the question of con- 
servation of one or both ovaries. He 
then sums up the after-history of 110 
patients, of whom 106 have been 
traced and five have died since 
operation. In regard to the menopause 
following operation, 95 patients had 
both ovaries removed at operation. Of 
these, 33 showed severe menopausal 
symptoms, 28 showed mild symptoms, 
and in 34 cases menopausal symptoms 
were absent. The author concludes 
that the artificial menopause following 
removal of both ovaries is shorter and 
less severe than the menstrual meno- 
pause which takes place without 
operation. 


Trichomonas Vaginalis. 


I. W. Kaun (American Journal of 
Obstetrics and Gynecology, October, 
1934) describes the technique adopted 
in forty-seven cases of trichomonas 
vaginalis with very satisfactory 
results, both immediate and final. 
Sodium perborate and quinine were 
used. All the patients had been sub- 
jected to various forms of treatment 
prior to coming under the care of the 
author. The principles of treatment 
are douching the vagina and using an 
occlusive type of douche nozzle so as 
to distend the walls of the vagina, 
and the introduction of quinine after 
the vagina has been dried. Two 
tablespoons of sodium perborate to 
two quarts of water are used as the 
douche. The quinine is used in the 
form of a powder and is blown into 
the vagina and over the external 
genitals, a total of about 0-45 gramme 
(seven and a half grains) being used. 
Idiosyncrasy to quinine was displayed 
by only one patient, and treatment 
was carried out daily for a week and 
alternate days for the next week. 


Appendicitis in the Female. 


N. C. Lovuros (Deutsche Medizinische 
Wochenschrift, September 21, 1934) 
makes an earnest appeal for more 
careful investigation of all women 
whose complaints are diagnosed as 
appendicitis. Too frequently the 
appendix alone is removed and gross 
changes are overlooked in the internal 
genitalia. In a series of 5,260 out- 
patients there were 42 who had been 
operated upon for appendicitis without 
relief of symptoms. These were sub- 
mitted to a further operation, and in 
all cases a gynecological lesion was 
found to account for the pain. About 
half showed a uterine displacement 
with or without adhesions, while the 
remainder had extensive pelvic peri- 
tonitis, which in eight cases probably 
was caused by an original attack of 
appendicitis. The freeing of, adhesions, 
salpingostomy and suspension of the 





uterus resulted in four pregnancies 
out of eighteen cases in which this was 
done. The author points out the 
obvious lesson that pain in the 
appendix area, especially when 
chronic, should be treated by removal 
of the appendix alone only after care. 
ful exploration of the pelvis. Unless 
this be done patients will be subjected 
to unnecessary further operations. 


Recurrent Tubal Pregnancy with 
Lithopzedion Formation. 

W. P. Umnowa (Monatsschrift fiir 
Geburtshiilfe und Gyndkologie, Sep- 
tember, 1934) relates the history of a 
ease of recurrent ruptured ectopic 
pregnancy in which both fetuses had 
been retained in the abdomen and 
become calcified, diagnostic errors 
thus being caused. The patient 
apparently had a ruptured ectopic 
pregnancy of three months’ duration 
on the right side in 1921 and a left- 
sided ectopic pregnancy of six months’ 
duration two years later. She com- 
plained of abdominal pain at this time, 
and a diagnosis of parametritis was 
made and the appropriate treatment 
was given. When the patient was seen 
this year an indefinite resistance was 
felt in one fornix, while a mass, 
apparently with a pedicle, on the left 
side, was diagnosed as a large ovarian 
cyst. The abdomen was opened and 
two foetuses were removed. The chance 
of recurrence in tubal pregnancy is 
stated to vary from 4% to 11%, but 
the author considers that this is the 
first case on record in which the rup- 
ture in both instances ended with the 
formation of a lithepzdion. 


The Complement Fixation Test in 
Gonorrheea. 

W. Bruner anv B. S._ Levine 
(American Journal of Obstetrics and 
Gynecology, November, 1934), in dis- 
cussing the interpretation of results 
of 1,000 complement fixation tests for 
gonorrhea, point out that a positive 
reaction in an apparently cured case 
is due to the presence of a few gono- 
cocci still acting on the _ tissues, 
although no symptoms may be 
apparent. The result depends on the 
balance that has been established 
between the residual host and the 
local tissue immunity, and in most 
eases the residual host is finally 
eliminated. But in a percentage of 
cases vague symptoms of activity will 
reappear. In their opinion, in the 
absence of sero-positive syphilis, a 
persistently positive reaction to the 
complement fixation test establishes 
the presence of gonococci in the tissue 
and persists only for one to six weeks 
following the disappearance of the 
organisms. 


Vaccine Treatment of Gonorrhcea in 
the Female. 

S. Sommer (Monatsschrift fir 
Geburtshiilfe und Gynikologie, Sep- 
tember, 1934) discusses the use of 
living vaccines in the treatment of 
chronic gonorrhea of the female 
genital tract. The vaccine is given 
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intracutaneously, three injections 
generally being given at weekly 
intervals. A brisk local reaction is 
indicative of probable success, while 
no marked general or febrile reaction 
was observed. Any vaginal discharge 
usually diminishes at once and 
becomes more milky in character. 
The author stresses the importance of 
coincident intensive local treatment of 
the cervix, urethra and duct openings 
by the usual methods. The details of 
thirty-six cases are given. With thirty 
there was a rapid clinical cure within 
three months, four patients were 
relieved of symptoms to a greater or 
less extent, while two were not relieved. 
The majority of the conditions were 
chronic salpingitis with pelvic 
exudates. Naturally the source of 
infection must be sought and the 
partner treated at the same time to 
prevent speedy recurrence. 


OBSTETRICS. 





The Training of Midwives in Holland. 


WESSELINK (The Journal of Obstet- 
rics and Gynecology of the British 
Empire, August, 1934) gives in detail 
the conditions of entry and training 
of midwives in the Netherlands, 
where there are three training schools. 
An annual fee is charged, which is 
remitted if the trainee binds herself 
to accept an appointment for two 
years following the date of her 
graduation. Only those who have 
passed the final examination of an 
elementary school can hope to have 
any success in the entrance examina- 
tion which is competitive, and 
includes a written part of Dutch, 
arithmetic and pliysics, and an oral 
part of Dutch, including reading with 
a good pronunciation, and simple rules 
of spelling and declension and analysis 
of simple sentences. In the oral part 
is also included arithmetic, physics, 
history and geography. The candi- 
date must not be less than nineteen 
years and not more than twenty-six 
years of age. She must produce a 
medical certificate and a certificate of 
good moral conduct from the burgo- 
master. The number of pupils 
admitted is fixed in accordance with 
the number required—about forty per 
year. The number of practising mid- 
wives in the Netherlands has remained 
more or less constant at 900. The 
teaching staff consists of one medical 
director, one resident assistant medical 
officer, two non-resident assistant 
medical officers, one medical specialist 
for diseases of children, one head mid- 
wife, one head nurse, one assistant 
head nurse, one woman teacher, and 
one instructor of gymnastics. The 
training is for three years and 
embraces all fields: chemistry, 
anatomy, bacteriology, general educa- 
tion, and all branches of midwifery. 


Antenata! Care in the Netherlands. 

J. G. Satomonson (The Journal of 
Obstetrics and Gynecology of the 
British Empire, August, 1934) describes 











the antenatal methods adopted in the 
Netherlands. He is the head of the 
outdoor patients department of the 
obstetrical and gynzcological clinics 
at Amsterdam. The assumption that 
women originally delivered themselves 
of their children, as did the wild 
animals, and with as little danger to 
themselves, is questioned by the 
author. Primitive women were less 
exacting in the matter of life and 
death than those of today. Stratz 
investigated the puerperal mortality 
in Solo, where primitive conditions 
prevail, and found the death rate 
about 2-5%. In Amsterdam every 
method is availed of to bring under 
the notice of their people the prin- 
ciples of antenatal care. The educa- 
tion of the public mind is considered 
as indispensable as an _ extensive 
equipment throughout the country. 
Assistance is made available to every- 
body, irrespective of financial and 
other circumstances of the patient. 
The principal instruments of the 
service are the qualified specialist, the 
general practitioner, the midwife, 
qualified maternity nurse and other 
types of certificated obstetric nurses. 
Holland is looked upon as the country 
where the greater part of the women 
entrust themselves for their confine- 
ment to the care of the midwife. This 
was so fifteen to twenty years ago, 


but more and more are being attended 


by a medical practitioner, till the 
numbers are almost equal. 


Czesarean Section. 


K. TravusBe (Monatsschrift fiir 
Geburtshilfe und Gynidkologie, July, 
1934) has analysed the cases of 
Cesarean section performed at the 
Prague clinic within two five-year 
periods, 1911 to 1915 and 1928 to 1933. 
Despite improvements in operative 
technique, the percentage of cases in 
each group shows little variation. It 
was 1-:24% in the early period, when 
the classical operation was performed, 
and 1-29% more recently, when the 
lower segment operation was exclu- 
sively used. In the “classical” quin- 
quennium the maternal mortality was 
8-9% and the fetal mortality 1-78%, 


.as compared with the recent statistics, 


25% maternal and 1:6% fetal. The 
number of cases of high forceps appli- 
cations has diminished by 75% and 
the cases of craniotomy have been 
halved during this period. In both 
periods the most frequent indication 
was for rickety flat pelvis. In the 
second period placenta previa was 
responsible for 6-7% of the cases, as 
compared with nil during the earlier 
period. 


Labour following Fracture of the 
Pelvis. 

K. Wetscn (Monatsschrift fiir 
Geburtshilfe und Gyndkologie, July, 
1934) discusses the course of labour 
in patients who have suffered from 
fractured pelvis. Such fractures may 
occur in one portion of the pelvis and 
be limited in area and effect; others 
implicate the pelvic girdle and have 














a more serious result. In many cases 
both these types are combined, while 
dislocation of one or both hips may 
further complicate the picture. The 
pelvis generally becomes obliquely con- 
tracted and the pelvic measurements 
of two such cases are described as 
well as the mechanism of labour. 
From his experience the author con- 
cludes that in obliquely contracted 
pelves spontaneous delivery of a 
mature child is to be expected. The 
presentation is generally occipito- 
anterior, and if posterior the prog- 
nosis is not good. The mechanism of 
labour is similar to that of general 
contraction with the posterior fon- 
tanelle presenting. Fractures in the 
region of the ischial tuberosities or 
the ischial and pubic bones cause con- 
traction of the outlet. Provided that 
the child is not too large, spontaneous 
delivery is probable in most cases. 
Bilateral fractures of the pelvis 
generally cause marked pelvic con- 
traction in all diameters which will 
require operative delivery. 


Recurrent Hydramnios. 


J. Beavurays (Monatsschrift fir 
Geburtshilfe und Gyndkologie, July, 
1934) states that hydramnios may be 
ascribed either to fetal causes, such 
as interference with the venous cir- 
culation, inflammation of the amniotic 
epithelium or fetal malformations, 
or to maternal causes, as nephritis, 
syphilis and diabetes. On the other 
hand, habitual hydramnios is rare and 
its wetiology is by no means clear. 
Six cases are described in detail and 
as etiological factors the following 
were noted: (i) maternal—placenta 
previa or large placenta, nephritis; 
(ii) fetal—repeated hydrocephalus, 
foetal dropsy or changes in the cord. 


Hydrocephalus as a Cause of 
Dystocia. 


H. Srepentorpr (Deutsche Medizi- 
nische Wochenschrift, September 21, 
1934) analyses eleven cases of hydro- 
cephalus as regards diagnosis and 
treatment. The correct diagnosis was 
made in three cases, five were not 
diagnosed, and three presenting by 
the breech were undetected until dif- 
ficulties arose associated with the 
delivery of the aftercoming head. 
The breech cases all had other signs 
of fetal malformations, such as spina 
bifida and talipes. Such conditions 
should always arouse’ suspicion, 
especially if the delivery of the head 
be at ail difficult. As regards treat- 
ment, the application of forceps or 
version are definite errors of judge- 
ment, generally made in cases in 
which the delay in labour is supposed 
to be due to contracted pelvis or dis- 
proportion. Perforation should always 
be performed, but the author objects 
to the use of the cranioclast orvolsella 
forceps for extracting the collapsed 
head. He prefers to insert the finger 
or a blunt hook and to exert slow 
but steady traction. This will facili- 
tate delivery with the least damage 
to the maternal soft tissues. 
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British Medical Association Mews. 


SCIENTIFIC. 


A MEETING oF THE New SoutH WALEs BRANCH OF THE 
BritisH MepicaL Association was held on October 25, 1934, 
in the Robert H. Todd Assembly Hall, British Medical 
Association House, 135, Macquarie Street, Sydney, Dr. A. J. 
Cotiins, the President, in the chair. 


Mental Aspects of Gynzecology. 


Dr. H. Leaver read a paper entitled: “Mental Aspects of 
Gynecology” (see page 769). 


Dr. J. A. H. McGeorce read a paper entitled: “Psychiatric 
Aspects of Gynecological Conditions” (see page 777). 


Proressor J. C. Winpeyer said that they had heard two 
most interesting papers. His only regret, after hearing 
Dr. McGeorge’s paper, was that the surgeons and ear, 
nose and throat men were not present at the meeting 
as well as the gynecologists, because the gynecologists 
were not always to blame for operations in these cases. 
A great many operations that were performed were 
absolutely unnecessary, and Professor Windeyer himself 
had found many women whom he haé to advise against 
operation or against some further operation. 

Professor Windeyer had seen more mental trouble during 
pregnancy and parturition than among patients whose 
conditicn was purely gynecological. One type occurred in 
early pregnancy, often in women who did not want to 
be pregnant. In these early cases the instability set in 
when the ovum was what one might term fighting for 
its existence in the womb and was actively eating its way 
into the uterine mucosa. Later on during pregnancy, 
when the placenta was fully formed and there was a 
more harmonious symbiosis, the mental condition tended 
to become normal. 

In the period after pregnancy was over there were a 
couple of types of mental instability known as puerperal 
insanity and lactational insanity. Puerperal insanity was 
the term given to cases occurring during the six weeks 
following confinement, and lactational insanity to cases 
occurring later than six weeks after confinement. These 
terms were inappropriate, as the puerperium lasted longer 
than six weeks and lactation commenced three days after 
labour. Fortunately, patients suffering from these con- 
ditions tended to recover to a great extent. Professor 
Windeyer considered the recovery rate to be from 70% 
to 80%. 

Dr. H. A. Rooter said that gynecologists, unlike any 
other specialists, dealt only with patients of one sex. 
Some gynec»logists’ insight into the female sex was limited 
to the anatomy and pathology of the genital organs. That 
was why their treatment so often fell short. In the old 
days mechanical explanations and mechanical cures for 
female complaints were the order of the day, and 
psychology was neglected. In pre-operative days the 
favourite instrument was the pessary. Then suspension 
operations were favoured, but recently they had not been 
so much in vogue. Therefore many patients drifted into 
the hands of orthopedic surgeons, who prescribed exercises 
that were probably beneficial; or perhaps it was the change 
of doctor that improved the patient’s condition. Dr. Ridler 
remarked that one never got'two women alike at any 
one time, and you never got one alike twice. 


Dr. CraAwrorp Ropertson had listened to two very 
interesting papers and from them one realized what a 
colossal amount of suffering was due to the ignorance of 
mothers and some medical men. A great amount had been 
done in regard to prenatal advice and treatment. Advice 
should also be given to the young girl about to menstruate, 
and mothers should be educated in this respect. 

Dr. Robertson considered that there was far too much 
talk of sex in regard to women. They were entirely dif- 
ferent from men, and he thought that the average woman 
did not enjoy sexual intercourse. She agreed to it in 
order to please her husband. Dr. Robertson thought that 
if the man saw a medical practitioner before his marriage 
and was given advice, his understanding would be greater 





and there would not be so many unhappy marriages. 
Dissatisfaction with her husband, either sexually or 
because the wife was ambitious for him, or because she 
had some ideal of him to which he did not rise, was a 
fruitful cause of women’s neuroses. Dr. Robertson thought 
that if the medical practitioner had a quiet chat with the 
man and his wife and tried to show them their duties 
one to the other, it should have beneficial results. 

The ignorance of some doctors, too, was to be regretted. 
Dr. Robertson wondered whether all the operations to 
which Dr. McGeorge referred were performed by 
gynecologists. Operations were not everything in 
gynecology; in fact the medical side was far more 
important. Once the medical profession knew more of 
the endocrine secretions, they would be able to rectify 
— female disabilities and make the world a far happier 
place. 


Dr. R. I. Furser had come to the meeting wanting tv 
hear whether the psychiatrists could tell him that hysterec- 
tomy or other gynecological operations did actually cause 
psychological and psychiatrical effects. He was not sure 
from Dr. McGeorge’s remarks whether gynecological opera- 
tions could cause these troubles. Dr. McGeorge said that 
5% of the patients mentioned by him had undergone 
hysterectomy. But before he could be sure of the causal 
relationship he should have some comparative table of 
normal women; possibly 5% of the women had undergone 
hysterectomy and were normal in every way. Dr. Furber 
did not know whether Dr. McGeorge implied that the 
gynecologists were the cause of that trouble or not. 

Dr. Furber thought that on the whole Dr. McGeorge 
had been rather scathing on the unfortunate doctors; 
they were not all criminals. 


Dr. A. J. Grsson said that he had listened to the papers 
with great interest. It seemed to him that the whole 
problem of psychical changes was a very difficult one to 
decide. He himself had a leaning to the medical side of 
gynecology and operated only when he was quite certain 
that there was something to be done. Often a patient 
would come to him for an opinion, saying that operation 
had been advised by the general surgeon, whereas she 
would merely be suffering from uterine retroversion or 
some other condition that might be relieved by medical 
gynecology. But what was to be done when the patient 
was mentally unstable and had a definite tumour? Would 
operation aggravate her psychological troubles? In some 
instances operation had to be performed. It was often 
difficult to get patients back to good health, because they 
had definite ideas about their health. Such patients often 
had contributing factors in their environment, such as 
economic stress or domestic unhappiness, which made 
successful treatment most difficult. In many cases the 
gynecologist could not be blamed. 

Dr. Gibson thought that the public ought to be warned 
against talking and listening to a great deal of nonsense 
about perfectly normal happenings. He spoke of a nervous 
patient who had been told by her mother in the earliest 
years of her adolestence that pregnancy was most 
dangerous and that she would probably die if she became 
pregnant. The idea had been so dinned into her mind 
that when she did become pregnant she had persistent 
vomiting. When, however, the idea was explained and 
when she was treated sensibly her condition gradually 
improved. This trouble had been due simply to ignorant 
propaganda on the part of the mother. It was a pity 
the public could not be more efficiently educated in these 
matters. Dr. Gibson further mentioned a woman who came 
to him after her baby was born, saying that she had a 
dreadful fear that she would cut its throat. She herself 
had been the third daughter in a poor family, when the 
parents had been anxious to have a boy; she had been 
shown that she was not wanted and was ill-treated and 
unhappy as a child. She had always had to work hard 
and finally she married. When she became pregnant she 
had been in labour for forty-eight hours, having a rigid 
os and a small pelvis, so that Cesarean section was 
necessary. Her convalescence was stormy, but she 
recovered and the child was a boy. Dr. Gibson suggested 
that this woman had a repressed idea that boys had been 
responsible for all the hardships that she had endured. It 
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was dreadful to think that a child should be allowed to 
grow up in such distressing conditions. . 

Dr. D. S. Foy said that he considered that Dr. McGeorge 
in his statements about gynecologists had been very fair. 
The mental state of many patients operated upon was 
due to gynecological conditions, but not due to a previous 
operation. It had been stated that, if possible, the medical 
practitioner should not operate upon patients of the 
hysterical type unless operation was absolutely necessary. 
When advanced hysteria was present it was easily 
recognized, but many gynecologists could not detect 
hysteria in its early stages. Dr. Foy thought that every 
gynecologist should be trained to recognize these early 
cases of hysteria; if this were done, there would be less 
mental derangement. 

In regard to puerperal insanity, Dr. Foy referred to the 
question of subsequent pregnancies. He instanced a case 
in which a woman had developed insanity during the 
puerperium and threw the child over a balcony. Later 
she became pregnant again and it was wondered whether 
she should be allowed to have the child. Dr. Foy got into 
touch with Broughton Hall, and it was thought that the 
patient would be all right with this child. On that advice 
the patient had the child and all went normally, without 
any return of her previous mental state. In another 
instance, with a patient who had a similar history, the 
medical man said that the woman should not get pregnant 
again, although the woman was anxious to have another 
child. On his advice the woman decided not to have any 
more children; but as a result this woman, through an 
anxiety neurosis, would probably become mentally 
deranged. The third case mentioned by Dr. Foy was one 
in which the patient had suffered mental derangement 
for eighteen months before her pregnancy. The pregnancy 
caused her great anxiety and she was given antenatal 
mental treatment. It seemed certain. that she would 
suffer a mental relapse during the puerperium, but, 
strangely enough, when the child came she did wonderfully 
well. Dr. Foy was anxious to hear Dr. McGeorge’s opinion 
of such a case. One would naturally think that symptoms 
shown during the puerperium would almost certainly crop 
up in future pregnancies; but in this case the results 
were excellent, 

Dr. H. C. E. Donovan said that the papers had raised 
so many points of interest that, he looked forward to the 
time when he could read and study them in THe MeEpicaL 
JoURNAL OF AUSTRALIA, One point particularly came for- 
ward, and that was that the medical profession as a whole 
was ignorant of normal and morbid psychology. This was 
a great handicap, more even to the gynecologist and 
obstetrician than to other medical specialists. To a certain 
extent they all practised suggestion with their patients at 
times. For instance, some men had so little trouble with 
hyperemesis, while others found the greatest difficulty. As 
time went on and the medical practitioners grew older, 
women seemed to confide more in them. These confidences 
revealed to Dr. Donovan the great influence of marital 
disharmony in the life of his patients. The type of patient 
who came complaining of diseases referred to the pelvis 
would later disclose a disharmonious married state. In 
such instances a talk with the husband often relieved the 
condition, 

It was sometimes difficult to escape from the charge of 
ruining a woman’s mind by operation. Dr. Donovan spoke 
of a woman who had large fibroids and who appeared 
to be a normal, sane woman. While he deferred operation, 
waiting for a carbuncle to disappear, the woman developed 
a mental depressive state. If Dr. Donovan had immediately 
done a hysterectomy it would have been thought that the 
operation caused the mental derangement. 

Dr. H. L. SPeEARMAN said that he had been looking 
forward for weeks to hearing these papers. He wondered 
if the symptoms of some women were due to simulation 
and not to hysteria, especially such symptoms as vaginismus 
and frigidity. In hysteria the patient’s actions were not 
under conscious control, while in simulation they were. 
He thought that such a factor might partly explain the 
case mentioned by Dr. McGeorge, in which the woman 
had so many operations; she might have been a perfect 
simulator. c 





Dr. J. A. L. Wattace remarked that Dr. Leaver’s pic- 
turesque description of certain types of patients was a 
true one; there was a dangerous type of woman who laid 
false accusations against medical practitioners. 

In regard to puerperal insanity, this condition mostly 
developed into dementia precox or schizophrenia, and in 
such cases the mental instability would probably have 
developed even without the strain of the puerperium. The 
patients who recovered from insanity occurring during 
the puerperium were those whose condition was purely 
toxic and was not complicated by an element of neurosis. 


Dr. E. L. Newman said that these papers must have 
taken much time and thought to prepare. Dr. Newman 
considered that in the female neurotic symptoms were 
based largely on the sex instinct and on sex troubles. 
Education was needed, particularly in the training of 
the male. Dr. Newman mentioned a woman who had come 
to him for advice because her husband, who feared the 
recrudescence of a supposed syphilitic condition, was 
afraid to make her pregnant. Dr. Newman advised them 
to have a child and all apparently went well. Education 
was particularly needed after the birth of a child. Men 
often did not realize that in the woman there was a 
general upset of the whole metabolism after childbirth; 
there was also the woman’s fear of becoming pregnant 
again immediately after the child’s birth, and this fear 
might cause neurotic symptoms. 

Dr. Newman was glad that Dr. McGeorge did not con- 
sider that hysterectomy caused neurotic symptoms. Dr. 
Newman had even read an article in which it was claimed 
that hysterectomy cured neuroses. He spoke of a neurotic 
woman with an unhealthy uterus who, when hysterectomy 
was performed, recovered. Dr. Newman would be 
interested to hear whether Dr. McGeorge had had 
experience of any similar cases. 


Dr. A. J. Cortins, on behalf of the New South Wales 
Branch, expressed his gratitude to the readers of the 
papers for the trouble that they had taken in their 
preparation. Such fine contributions must have required 
detailed preparation. Dr. Coilins considered that such an 
exchange of views between the members of the two 
sections could not but result in benefit to patients. It 
was his experience that gynecologists made very good 
psychiatrists. 


Dr. Leaver, in reply, thanked members for their 
appreciative remarks about his paper. The main thing 
to be learned was that patients must be approached 
gynecologically against a background of their general life. 
The patient should be regarded as an individual, with all 
her hereditary weaknesses, her economic troubles and 
her general environment; then the practitioner must 
estimate to what extent her symptoms could be due to 
these factors. If this were done, Dr. Leaver thought that 
there would be fewer operations, 

In regard to the normal sex appetite of a woman, Dr. 
Leaver did not agree with Dr. Crawford Robertson. He 
thought that a woman in her normal state enjoyed and 
looked forward to her sex life and was likely to become 
deranged if she did not have a normal sex life. But many 
factors interfered with this normality. First, perhaps, was 
the fear of becoming pregnant. The normal sex life was 
a vigorous one and women should be educated so that 
they could conduct their married lives without needing to 
fear so many things. Methods of preventing pregnancy 
should be more widely taught, for many women’s lives 
could be made happier if they were taught how to practise 
birth control efficiently. 

Dr. Furber was wrong in the impression that he had 
obtained from Dr. McGeorge’s paper. Gynecologists were 
not the only surgeons who operated upon women with 
functional disorders; they were operated upon by all sorts 
of surgeons. 

Dr. Leaver mentioned a case somewhat similar to that 
cited by Dr. Foy, of post-puerperal mania from which 
the patient recovered. She had another infant and became 
insane again; she tried to do away with the child and to 
commit suicide. The mental specialists said that the 
condition was not transmissible to the infant and that 
there was no reason why she should not have a third child. 
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In regard to necessary operations and their after-effects, 
Dr. Leaver recalled the case of an old lady of over eighty 
years, who, before she was forty, had a large fibroid. She 
was in Paris at the time and hysterectomy was suggested. 
She went to London to see Paget, who was a friend of 
hers, and was told that she had a fibroid and that it 
should be left alone. She had been perfectly well ever 
since. On the other hand, her daughter, who also had a 
fibroid, which was removed, was in Broughton Hall in an 
acute manic-depressive state. Dr. Leaver wondered 
whether, if the daughter’s fibroid had also been left, her 
condition would have been different. 


Dr. McGeorge, in reply, said that it was unfortunate that 
he had not had time to read his paper in its entirety, 
since he had apparently given a wrong impression to 
Dr. Furber. If he had read his paper in eztenso, perhaps 
this impression would not have been given. He then read 
parts of his paper that he had originally omitted. 

In his recollections of Broughton Hall, Dr. McGeorge 
could think of no operations that had been performed by 
gynecologists that had been followed by menta! distur- 
bance. As to the insanity of pregnancy, Bamford had 
thought that it was in early or mid-gestation that this 
condition commonly developed. 

Dr. McGeorge did not think that hysterectomy itself 
had any effect on the patient’s mental condition, except 
for the influence of the accompanying menopause. And 
then it was not so much because of the menopause as 
because it represented the end of the patient’s active sex 
life. 
In regard to pelvic operations and their effects on the 
patient, Dr. McGeorge had not found that such operations 
had any great effect on the mentality of the patient. He 
was concerned rather with operations on neurotics, the 
result of errors in diagnosis. Neurotics could certainly 
simulate any organic condition, but Dr. McGeorge did 
not think that they did so deliberately. In hysteria there 
was some real, though unconscious, motive. In the case 
mentioned of the woman who had so many operations, Dr. 
McGeorge said that he was pleased to hear that one opera- 
tion had been performed for a definite cause, for the 
others were done for a purely functional disturbance. 
He was sure that no sane person would deliberately 
simulate any condition that would result in so many 
operations, as had been suggested. 

Cases arising during the puerperium had to be judged 
on their merits. A favourable prognosis for future preg- 
nancies could be given in some instances and not in 
others. The factors to be taken into consideration were 
other stresses, faulty environment, mental instability and 


previous attacks. 





CONFERENCE OF THE NEW ZEALAND BRANCH 
OF THE BRITISH MEDICAL ASSOCIATION. 


Tue New Zealand Branch of the British Medical 
Association has arranged to hold a conference in Dunedin 
from February 26 to March 1, 1935. The Executive Com- 
mittee, through the Honorary Secretary, Dr. C. R. Burns, 
wishes to extend to any members of the Australian 
Branches who may be travelling in New Zealand an 
invitation to attend the conference. They are assured of 
a warm welcome. Inquiries should be addressed to 
Dr. C. R. Burns, Cavendish Chambers, 211, High Street, 
Dunedin. 

The following programme of scientific meetings and 
entertainments has been arranged. 


Scientific and Business Meetings. 
Tuesday, February 26, 1935. 
Registration at the Medical School, King Street. 


8 p.m.—Inaugural meeting, Allen Hall, University of 
Otago. President's address. ° 


9 p.m.—Reception at Medical School. 





Wednesday, February 27, 1935. 


8 a.m.—Dunedin Hospital: Operations. 

9 a.m.—Medical School: Council meeting. 

9.30 to 10.30 a.m—Dunedin Hospital: Clinical demon- 
stration, goitre cases; demonstration of blood trans- 
fusion and injection of varicose veins. 

10.45 a.m. to 12.45 p.m.—Medical School: Papers and 
demonstrations—Goitre; experimental goitre work. 

2 to 4 p.m.—Medical School: Recent modifications in 
treatment of diabetes; prostatic obstruction: 
endocrines in gynecology. 

4.30 p.m.—Medical School: Annual general meeting, New 
Zealand Obstetrical Society. 


Thursday, February 28, 1935. 


8 a.m.—Dunedin Hospital: Operations. 

9 a.m.—Medical School: Council meeting. 

9.45 to 10.45 a.m.—Dunedin Hospital: Demonstration of 
radium treatment of newgrowths; clinical demon- 
stration of blood diseases; demonstration of obstetric 
models (at the Medical School). 

10.45 a.m. to 12.45 p.m.—Medical School: Papers and 
demonstrations—Anemia: varieties, complications 
and treatment; cancer of the cervix uteri: treat- 
ment; pathological demonstration. 

2 to 4 p.m.—Medical School: Papers and demonstrations— 
Modern infant feeding; X ray diagnosis in the 
alimentary tract. 

4 p.m.—Medical School: Meetings of New Zealand 
Benevolent and Medical Insurance Societies. 


Friday, March 1, 1935. 


8 a.m.—Dunedin Hospital: Operations. 

9 a.m.—Medical School: Council meeting. 

9.30 a.m.—Dunedin Hospital: Demonstration of asthma 
cases; radiology of the female pelvis; specialist 
surgical demonstrations, orthopedic, urological and 
venereal. 

19.45 a.m. to 12.45 p.m.—Medical: Papers and demon- 
strations—Early diagnosis of phthisis; demonstra- 
tion of the anatomy of the bronchi; injection treat- 
ment of varicose veins and other structures: 
demonstration of New Zealand pollens. 

2 p.m.—Full conference on “Medicine and the State”. 

2 p.m.—Annual genera? meeting, New Zealand Medical 
Women’s Association. 

4 p.m.—Annual general meeting. 


Entertainments. 
Wednesday, February 27, 1935. 

11 a.m.—Otago Women’s Club, Moray Place: Reception 
to visiting ladies. 

2.30 p.m.—Motor drive. Tea at “Glenfalloch”, Macandrew 
Bay (Mr. and Mrs. Barling). 

8.30 p.m.—Otago Women’s Club, Moray Place: Musical 
evening. 


Thursday, February 28, 1935. 

11 a.m.—University Museum, King Street. The Curator 
has kindly arranged to conduct visitors and display 
interesting exhibits. 

* 3.30 to 5.30 p.m.—A garden party at Professor Dawson’s 
house, Garfield Street, Roslyn. 

9 p.m.—Savoy Restaurant. Conference Ball. 


Friday, March 1, 1935. 

3 to 5.30 p.m.—At Gallery, Logan Park. The Dunedin 
members of the New Zealand Medical Women’s 
Association will hold a reception. The President of 
the Art Gallery Society has kindly arranged for the 
pictures to be demonstrated. 

7 p.m-—Conference dinners at the Dunedin and Otago 
Clubs. Women members’ dinner. 

8 p.m.—Picture party for visiting ladies. 


Clubs. 


The Dunedin (Fernhill), the Otago Club (Standard 
Buildings, Lower High Street), and the University Club 
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(Queen’s Buildings, Princes Street) have extended the 
privilege of honorary membership to visiting members of 
the conference, and the Otago Women’s Club have kindly 
offered the same to visiting medical women and the wives 
and daughters of visiting medical men. 

Golf, bowls and tennis will be available throughout the 
conference. 


Motor Tours. 
The following tours are available from Dunedin: 


Dunedin City Corporation Buses: Waipori Gorge and 
Falls, 40 miles. 

Peninsula Motor Service: Otago Peninsula and Larnach’s 
Castle. 

Government Tourist Department: Queenstown, Pembroke, 
Mount Cook, Timaru, Christchurch, Lyttelton, 
Wellington (thirteen days, £26 3s. 6d.); Queens- 
town, Pembroke and return (ten days, £16 7s. 6d.); 
Te Anau, Milford Sound and return (ten days, 
£15 1s. 4d.); Christchurch, Hokitika, Franz Josef, 
Greymouth, Westport, Nelson, Picton, Wellington 
(ten days, £20 15s.). 

Direct service to Otago Central and Cold Lakes. Aere- 
planes available. 

Murrell Bros., Manapouri: Dusky Sound and return 
(about eight days, approximate cost £14). 





NOMINATIONS AND ELECTIONS. 





Tue undermentioned have been elected members of the 
New South Wales Branch of the British Medical 
Association as from January 1, 1935: ; 

Green, Ronald Aylmer, M.B., B.S., 1933 (Univ. Sydney), 
c.o. Dr, Jensen, Prince’s Highway, Rockdale. 

Laverty, Colin Robert Moore, M.B., B.S., 1928 (Univ. 
Sydney), 2, Oriental Street, Bexley. 





Correspondence. 


MATERNAL MORTALITY. 





Sir: I desire to support most heartily your leading 
article in the current issue and to express my Own con- 
viction that it is the duty of the Commonwealth health 
authorities to have the problem investigated very 
thoroughly and continuously over a period of years, and 
not in spasms. At the same time, however, I wish to 
draw attention to two serious difficulties in the way of 
arriving at any definite conclusive findings as to causation 
and probable methods of prevention other than those we 
already know. 

The first difficulty in arriving at a fair estimate of the 
extent of loss of life directly caused by child-bearing are 
the present instructions issued to medical men under the 
heading “International List of Causes of Death”. Space 
forbids my quoting the appropriate section in full, but any 
reader may satisfy himself by reference to the death 
certificate book. I maintain that the result of this instruc- 
tion is to produce figures which would go to show many 
deaths due to the breakdown of some bodily function and 
the consequent lowering of resistance as actually due to 
parturition and the mishandling thereof. I am quite 
satisfied in my own mind that many of the figures pub- 
lished for the information of the public have not been 
carefully checked to remove this fallacy. Hence undeserved 
opprobrium is cast upon the methods of the medical and 
nursing professions. 

The second and much more serious difficulty is that due 
to the reticence of the child-bearing woman upon her 
medical history. In my opinion, it is absolutely impossible 


to obtain reliable information from pregnant women as to 
venereal disease, contraceptive methods used, and as to 
abortions and miscarriages. Can anyone suggest to the 
Prime Minister some method of investigation which will 
give real statistics as to the bearing of this secret but 
devastating trio upon mortality in child-bearing women? 
My own practice has convinced me that puerperal sepsis 
is in a very large proportion of cases autogenous, but one 
has no absolute proof. My contention is that abortion is 
appallingly common and is practised in the crudest manner, 
and that this fact alone has a bearing upon mortality in 
pregnant and parturient women. Proof or otherwise of 
such a contention must lie in an investigation capable of 
eliciting the truth under the headings mentioned. 
Yours, etc., 
A. M. DAvipson. 
“Al-Kasr”, 
Edgeware Road, 
Enmore, 
New South Wales, 
December 3, 1934. 





THE INGROWING TOE-NAIL. 





Sir: In The British Medical Journal, August 11, the 
results of various operations for this condition are 
reviewed. Many years ago I pointed out that the nail was 
normal and that the term “ingrowing nail” was a misnomer. 

To cure it quickly and effectively, remove the soft tissues 
that are being pushed into the nail. Remove a flap of 
skin only from the dorsal surface of the lateral border. 
Insert a scalpel just beyond the posterior extremity of the 
lateral edge of the nail, hold it vertically and cut away 
the whole of the lateral border, including the skin and 
soft tissues of the plantar portion; cover the raw surface 
with the skin flap. Raise the lateral edge of the nail aud 
keep it above the level of the skin flap by a piece of lint 
for a few days. Any failure to cure would be due to 
insufficient removal of the lateral border. 

To cure early cases, insert pledgets of cotton wool very 
gradually under the lateral border so as to raise it away 
from the injured soft tissues. This action, together with 
proper footwear, will suffice to cure most early cases. 

Yours, etc., 
W. Kent HvuGHEs. 

22, Collins Street, 

Melbourne, 
November 23, 1934. 





APPENDICITIS. 





Sir: The appendix referred to by Dr. Simmonds in his 
letter in the issue of December 1 is apparently an example 
of mucocele of the appendix. 

When I was house surgeon to Mr. Driberg at the London 
Hospital, he removed a similar one, and I was interested 
enough to look up the literature on the subject. 

Apparently these are almost always due to a stricture 
of the mucosa of the appendix at its caecal end. The 
mucous contents cause part of the appendicular mucosa 
and the stricture to bulge into the caecum. In Mr. Driberg’s 
case, he removed part of the caecum as well, and the bulge 
of the appendicular mucosa with a fibrous stricture in the 
centre was very striking. 

There is usually little or no inflammation, and the 
symptoms are mostly those of colic of the appendix. It is 
said that these large appendices can often be felt by 
abdominal palpation. 

Yours, etc., 
A. B. K. Watkins, M.S. (Lond.), F.R.C.S. (Eng.). 


Commercial Bank Chambers, 
Bolton Street, 
Newcastle, 
New South Wales, 
November 30, 1934. 
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Mbituarp. 
ERIC PITTY BARBOUR. 


We regret to announce the death of Dr. Eric Pitty 
Barbour, which occurred on December 7, 1934, at Sydney, 


New South Wales. 
| ee 


NOTICE. 


Tue Officers’ Mess of the Australian Army Medical Corps, 
Second Military District, will hold an informal gathering 
at the United Service Institute, 8, Young Street, Sydney, 
on the evening of Saturday, December 15, 1934, at 8.30 
o’clock. All members are asked to be present, as the newly 
appointed Director-General of Medical Services, Colonel 
R. M. Downes, will be present. Dress will be “undress 
blues” or plain clothes. Those intending to be present 
are asked to notify the Honorary Secretary as soon as 
possible (telephone number, U 3636). 


in 





. Books Received. 


ESSENTIALS IN PRACTICAL NURSING: A BOOK FOR 
URSES IN TRAINING, by D. Armstrong; 1934. Aus- 
tralia: Angus and Robertson. Crown 8vo., pp. 145. Price: 

4s. 6d. net. 
A SYNOPSIS OF REGIONAL ANATOMY, by T. B. Johnston, 
M.B., Ch.B.; Third Edition; 1934. London: J. and A. 
Churchill. Demy 8vo., pp. 483. Price: 12s. 6d. net. 


MICROBIOLOGY AND ELEMENTARY PATHOLOGY FOR 
THE USE OF NURSES, by C. G. Sinclair, B.S., M.D.; 
Second Edition; 1934. Philadelphia: F. A. Davis Company. 
Demy 8vo., pp. 377, with illustrations. Price: $2.75 net. 


NUTRITION AND DISEASE: THE INTERACTION OF 
CLINICAL AND Re OEE, tee WORK, by E. 
Mellanby, M.D., F.R.C.P., F.R.S.; 1934. Edinburgh: Oliver 
— TS, Demy 8vo., pp. 1990, with illustrations. Price: 
s. ne 


RECENT ADVANCES IN ALLERGY (ASTHMA, HAY- 
EVER, ECZEMA, MIGRAINE, ETC.), by G. W. Bray, 
Mu D., Ch.M., M.R.C:P., with foreword by A. F. Hurst, M.A., 
MD. F.R.CP.: Second Edition; 1934. London: J. and A. 
Churchill. Demy 8vo., pp. 518. Price: 15s. net. 
MURRELL’S WHAT TO DO IN CASES OF POISONING, by 
P. Hamill, M.D., D.Se., F.R.C.P., Being the Fourteenth 
Edition of “What to do in Cases of Poisoning”, by the late 
W. Murrell; 1934. London: H. K. Lewis. Foolscap 8vo., pp. 
212. Price: 5s. net. 


<a 
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Diary for the Month. 


Dec. 18.—Tasmanian Branch, B.M.A.: Council 

Dec. 18.—New South Wales Branch, "B.M.A.: Medical Politics 
Committee. 

Dec. 21.—Queensland Branch, B.M.A.: Council. 


<i 
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Wedical Appointments Vacant, etc. 


For announcements of medical eae 3 vacant, assistants, 
oo ceneutes sought, etc., see “Advertiser,” pages xvi, xvii 
and xviii. 


Hopart Pusiic HospiraL, Hopart, TASMANIA: Junior Resi- 
dent Medical Officers. 

LAUNCESTON PusLic HospiraL, LAUNCESTON, 
Resident Medical Officers. 

MARRICKVILLE District HospiraAL, MARRICKVILLE, 
Soutn Wates: Honorary Consultant Aurist. 
METROPOLITAN INFECTIOUS DisEAsEsS HospiITaL, NoRTHFIELD, 
SournH AvusTRALIA: Resident Medical Superintendent. 
Roya Army Mepicat Corps: Medical Officers. 
Sypney Hospirat, Sypney, New SoutH WaALEs: 

Officers. 
Victor1AN Eye Anp Ear Hospitrat, MELBOURNE, VicTorRIA: 
Resident Surgeons, Post-Graduates. 


TASMANIA: 


NEw 


Honorary 





Medical Appointments: Important Motice, 


Mepicat practitioners are requested not to apply for any 
appointment referred to in > following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medicai Association, Tavistock Square, London, W.C.1. 





BRANCH. APPOINTMENTS. 





Australian Natives’ Associatio 

Ashfield and neal United” Friendly 
Societies’ Dispensa 

Se as Friendly Societies’ Dis- 


Friendly. Gociety Lodges at Casino. 

Leichhardt and Petersham United 
Friendly Societies’ Dispensar 

Manchester Unity Medical and "\peenen- 
sing Institute, Oxford Street, Sydney. 

— Sydney Friendly Societies’ Dis- 

Limited. 

dential Assurance Company 


New SoutH WALBs: 

Honorary’ Secretary, 

135, Macquarie Street, 
Sydney. 


People's 
Limited. 
Pheenix Mutual Provident Society. 





All Institutes or Medical Dispensaries. 
VicrorIAN: Honorary] Australian Prudential Association, Pro- 
Secretary, Medical prietary, Limited. 
Society Hall, Mutual National Provident Club. 
Melbourne. National Provident Association. 
—— or other appointments outside 
ictoria. 





Brisbane Associate Friendly Societies’ 
Medical Institute. 

Chillagoe Hospital. 

wi Members accepting LODGE  appoint- 
B.M.A. ment and those desiring to accept 

"adelaide appointments to any COUNTRY 

Brisbane. HOSPITAL are advised, in their own 

interests, to submit a copy of their 

Agreement to the Council before 

signing. 


QUEENSLAND : 
ary Secretary, 
Building, 

Street, 





Officer of Health, District Council of 
SoutH AUSTRALIAN: Elliston. 
Secretary, 207, North 4m a ws Appointments in South Aus- 


Terrace, Adelaide. 
an <7 Practice Appointments in 
South Australia. 





WESTERN Au s- 
TRALIAN:  MHonorary| All Contract Practice Appointments in 
Secretary, 205, Saint Western Australia. 
a _ Seen 
th. 





New ZmpaLanp (Wel- 
visi Wellington, 


lington Division) :| Friendly 
Honorary Secretary, New Zea 
Wellington. 


Society Lodges, 
land. 








Editorial sRotices. 


MaNuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original article for- 
warded for publication are understood to be offered to Tua 


MepIcaL JOURNAL OF AUSTRALIA alone, unless the contrary be 


stated. 


All communications should be addressed to “The Editor”, 
THe MepicaL JOURNAL OF AUSTRALIA, The Printi House, 
a. Street, Glebe, New South Wales. (Telephones : 


Members and subscribers are requested to notify the Manager, 
THe MepicaL JouRNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt of 
journals unless such a notification is received within one month. 


a mag onl Rates.—Medical students and others not 
receiving THp MervicaL JOURNAL OF AusTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can 
applying to the or the usual agents 
sellers. Subscriptions can commence at the | agers J of any 
a and and are renewable on December 31. The rates are £2 
or Australia and £2 5s,,)abroad per annum payable in advance. 





